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Accurately Sized Sutures 


Expert operators, with the aid of automatic re- 
cording instruments and machines, repeatedly 
gauge and test the catgut strands. Definite re- 
quirements for tensile strength, flexibility, and 
uniformity are strictly prescribed. These posi- 
tively must be met before the catgut material is 
accepted for final processing. As a result, Scanlan 
sutures possess remarkable flexibility and tensile 


strength, and are accurately sized as indicated. 
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My Requirements for the Sister Nurse 
in the Operating Room 





W. T. Coughlin, M. D. 


statement that the most important part or divi- 

sion of any modern hospital is the operating 
room.* There can be no doubt that surgical patients 
outnumber, many times over, all other patients in hos- 
pitals throughout the country. Of course, here one does 
not include hospitals for the insane, etc., but only the 
general hospitals. While it may be true that the sur- 
geons on the hospital staffs may acquiesce in, or even 
favor the appointment of physicians to the position of 
chief of staff, still physicians as well as surgeons and 
superintendents know very well that in the main, the 
hospital depends more largely on the surgical patients 
for its support. 

We must never forget that the hospital exists for the 
patient, not for the doctors nor the nurses nor the 
Sisters nor the board of directors nor the College of 
Surgeons nor any other college, but solely for the pa- 
tient, first, last, and all the time. And because any sur- 
gical operation in its very performance, even by the 
most skilled, endangers somewhat the life of the pa- 
tient; and because the slightest slip in the technique 
of its performance may cause the most trivial opera- 
tion to terminate in death; and because with the ut- 
most attention to all of the modern refinements of 
technique of surgical operations and surgical service, 
even the most terribly dangerous, exceedingly difficult, 
and extremely serious of surgical interventions may be 
carried through to a successful issue — because of all 
of these facts it is of transcendental importance that 
the surgical service of the operating room be of the 
very highest type attainable. 


| SUPPOSE no one will question the truth of the 


The Sister-in-Charge 


I have been asked to state briefly and clearly my 
ideas and ideals with regard to the superintendence of 
the operating-room nursing service and my ideal of a 
surgical Sister-in-charge. A somewhat long and varied 





*Presented before the Section on Nursing Service, of the Eighteenth Annual 
Convention of the Catholic Hospital Association of the United States and 
Canada held at St. Louis University, St. Louis, Mo., June 12-16, 1933. 





experience in many operating rooms has caused to 
crystallize in my mind, as it were, certain ideas regard- 
ing the qualities and characteristics that go far toward 
the realization of one’s ideal in a surgical service. The 
Sister-in-charge of the operating service must be in 
supreme command in all matters pertaining to her 
work. She should be subject to the orders of the chief 
surgeon alone and work out with him the details of his 
plan. She must be untrammeled, unannoyed and un- 
hindered by any interference from without or within 
the community. She should have charge of all the 
nurses and Sisters in her division so that at any time 
she may say to one, “ ‘Go’ and he goeth,” and to an- 
other “ ‘Come’ and he cometh.” In hospitals where the 
service is heavy, it is not wise that the Sister-in-charge 
actually assist at the table. Rather, she should cir- 
culate, direct, and supervise, in order that the whole 
work may be carried on smoothly and well. She is re- 
sponsible for all the instruction given in her depart- 
ment and she personally supervises and instructs all 
those who are candidates for a special qualification in 
operating-room service. 


Qualifications of the Nurse 


With regard to the nurse herself, may I say just a 
few words; and because of her importance, I will 
mention her personal qualities and qualifications first. 
She should have an intelligence considerably above the 
average and plenty of plain, common sense. Intel- 
ligence and education are not at all synonymous words. 
If you give me an intelligent woman who is endowed 
with common sense, the service will succeed regardless 
of whether she has a master’s degree or not. I assure 
you, it is not only the intelligent ones who sometimes 
come to the top in the examinations. The intelligent 
person has both ability and will to learn, and is wise. 
One may have learned much and have neither ability 
nor will to learn more. Such a one has no wisdom. 
“Knowledge is proud that she has learned so much; 
wisdom is humble that she knows no more.” Of course, 














372 





a generous education given to an intelligent and sensi- 
ble woman can only add to her value, but in the nurs- 
ing school as in the medical and every other school, 
we often waste a lot of effort with improper material 
and emphasize the less important factors. 

The operating-room nurse should be quick to think 
and when need be, quick to act, but, as a rule, let her 
be rather a bit slow to speak. She should have poise, 
be able, as Kipling says, “to keep her head when all 
about her are losing theirs. . . .” Add to this a cheer- 
ful, pleasing manner and an even temper — oh, a very 
even temper —and then let us consider some other 
things. 

Her age — always a delicate question when women 
are discussed — is a very important consideration. She 
must not be too young — the responsibilities are too 
great for young shoulders. The calls for seasoned ex- 
perience and sound judgment are too many. This is a 
serious calling and “no one under thirty need apply,” 
unless in very exceptional circumstances. And on the 
other hand she must not be too old. It is an evidence 
of her unfitness in at least one very important respect 
if she has failed to train someone to take her place by 
the time she is forty-five years old. Now there are per- 
haps many who will disagree with me, but I believe we 
ought to acknowledge that a woman’s best work is 
done before forty-five and a man’s before sixty. There 
can be no valid reason for continuing the elderly lady 
as head of the operating-room service nor the old man 
as surgeon-in-chief. 


The Nurses’ Preparation 


Next, let me consider her preparation for the work. 
As has already been said, a good education will much 
enhance the value of the nurse adapted by intelligence, 
common sense, temperament, and vocation to this spe- 
cial kind of work. But if she have a true vocation for 
the work and loves it for joy of service, she loses not 
much by lacking a college degree and without such a 
vocation all the higher education, or what passes for 
such at present, will not avail her to success. A good 
high-school education as a basis for her further spe- 
cialized study will enable her to understand all that 
she must learn, either by the spoken or written word, 
in order to succeed in her branch of the profession. 

And now, what must she learn? A graduate nurse 
she must be, and not only this, but one who has ac- 
tually practiced and felt the responsibility of nursing 
on the floors. Especially should she have borne the re- 
sponsibility of supervision of the work of others in 
surgical nursing and this, too, for certainly not less 
than two years. While in her undergraduate operating- 
room service, she should have given positive evidence 
of her special liking and special natural qualities (al- 
ready named) required for this particular kind of serv- 
ice, and during her postgraduate time of floor service 
she should have done special work in those branches 
wherein she must have a special knowledge. 

The most important of such branches is surgical 
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bacteriology, for without this, all that she knows of 
surgical asepsis and antisepsis in all of their phases and 
relationships, must be acquired, we might say, by “rule 
of thumb” or parrotlike methods and so can never be 
properly understood and hence never thoroughly and 
intelligently applied. Her knowledge of surgical bac- 
teriology and all that this comprises should not be one 
iota less than what should be required of the surgeon 
himself and this she should know before being given 
a table of her own. 


Apprenticeship 


And she shall not be given a table of her own until 
she has, after graduation, again served an apprentice- 
ship as assistant, say, for one year. After this, she be- 
comes a chief sterile nurse. Let me pause here for a 
moment to mention and to emphatically condemn the 
all-too-prevalent practice of allowing an undergraduate 
nurse to act as senior sterile nurse (she is often senior 
and junior at the same time) at a major operation. It 
is just as wrong to permit such practices as it would 
be to allow a junior intern to perform a major opera- 
tion — and there is no valid excuse for such disregard 
of the patient’s rights. The good of the patient can be 
the only consideration. 

After she has served as table nurse for a period of 
positively not less than three years, she may qualify 
for the position of Sister-in-charge of the operating- 
room service. While assistant and table nurse, in addi- 
tion to acquiring perfection in all that pertains to the 
preparation of supplies and the various techniques 
used for the various procedures, she must have assidu- 
ously learned the gross pathology of the living. This is 
essential and will continue to be so until the hospitals 
require that all the surgeons permitted to use their 
operating rooms shall be properly qualified and ethical 
— the millennium. When it becomes known that the 
Sister-in-charge is something of a pathologist and fear- 
less, the surgical practice will speedily improve. 

After such apprenticeship, or if you like it better, 
such “a period of graduate instruction,” the table nurse 
should be ready for the position of Sister supervisor or 
Sister-in-charge of an operating-room service. There 
cannot be a position of greater responsibility. She 
comes prepared to meet whate’er betide. Often must 
she stand a guardian angel to shield the poor ignorant 
sick one from disaster. She has learned to know who 
is who and what is what in surgery and by her dicta 
should certain policies of the “front door” be governed. 
She will train others as she herself has been trained 
and the best index of her success will be the number 
she sends forth or keeps by her, ready at any moment 
to step in and fill her place and carry on, should oc- 
casion demand. 

And lest you should think that perhaps you have 
heard some imagined dream, let me assure you that all 
which I have said, and it is only a little of what I feel, 
is based on happy experience. My ideal is being real- 
ized and so may it be, I pray, with all of us. 

















traditions, opportunities for self-sacrifice and 

service has been so intimately connected with 
the welfare of society, with the advance of civilization 
and discoveries of science that when we begin to try 
to find out what a nurse should know we decide that 
the problem of selection is not simple.* In the past, 
courageous souls, motivated by charity, were attracted 
to nursing in periods of epidemics, war, and various 
calamities; many gave their lives; others returned to 
their prayer and work. A few remained, but organized 
curricula content awaited modern educational research 
for the application of scientific materials. 

To construct a curriculum, we first must know for 
whom it is intended and then determine the various 
factors which will affect its operation. Medicine and 
nursing have been very closely associated; the line of 
demarcation is not well drawn and just where medicine 
stops and nursing begins is not easily determined. The 
Final Report of the Commission on Medical Education 
recommends certain nursing procedures for medical 
students in these words: 

Nursing procedures are a part of the instruction of medical 
students in a plan somewhat similar to that used in Sweden. 
In some places the students are taught such nursing practices 
as practical dietetics, hydrotherapy, rectal treatments, cath- 
erization, bladder irrigations, hot and cold applications, in- 
halations, douching, bedmaking and the procedures used in 
the care of infants. 

For the purpose of this discussion, we might say that 
nursing is one of the medical sciences; all of which 
are concerned with the preservation of health, the 
prevention of disease, the relief of suffering and the 
cure of illness. The nurse has her own specialized field 
of activity, within the larger field of medicine, for 
which she is responsible; in addition, she must co- 
éperate with the other allied groups. The nursing func- 
tion is the oldest health function of any and the nurse 
of today is found with the sanitarians, bacteriologists, 
physical educators, physicians, dentists, pharmacists, 
etc., in the field of medicine. The medical profession 
has officially expressed its opinion by saying that the 
safe nurse in serious situations is the one of good in- 
telligence and of considerable scientific attainment.’ 
The old problem of “over education” sinks into the 
background and we are confronted with the task of 
formulating new aims and specific objectives. 

Our Holy Father, Pope Pius XI, in the Encyclical 


N URSING with its religious appeal, inspiring 


*Presented before the Institute on Nursing Education conducted by the 
Council on Nursing Education, and its Advisory Committee of the Catholic 
Hospital Association of the United States and Canada held in conjunction 
with the Association’s Eighteenth Annual Convention, St. Louis, Mo., June 
10-16, 1933. 

1Rappleye, Williard C., Final Report of the Commission on Medical Edu- 
tion. Part VII. The Medical Course — Nursing, pp. 218-19. 

2Report of the Committee on Nursing Education. Forty-third Annual 


Meeting of the Association of American Medical Colleges. Part I. The Status 
of Nursing Education. Rehmann, Christine, Sec’y., The International Council 
of Nurses. 
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on the Christian Education of Youth, states: 

The work of Christian Education becomes manifest and 
clear; for after all it aims at securing the Supreme Good, 
that is, God, for the souls that are being educated, and the 
maximum well-being possible here below for human society.* 

The general aim of Christian education is, likewise, 
the nurse’s goal. The Catholic school of nursing has 
this year gained official recognition in Catholic partic- 
ipation in its national organization. Nursing schools 
conducted by religious communities are rapidly merit- 
ing classification as junior colleges and they need all 
the stimulus, inspiration, and support of similar organ- 
izations within the Church. 


Classification of Nursing Education 


Of what type of education is nursing education? 
There is some difference of opinion about its profes- 
sional status; the present expression as indicated in 
nursing journals and opinions of others is that nursing 
is emerging from a sub-professional level. In Europe 
the nurses do not want to be professional; they prefer 
the term “calling” because to them profession is asso- 
ciated with mercenary motive. 

The classification, “vocational education” seems to 
be better accepted. Since vocare means “to call,” the 
European nurse will agree. The trades of yesterday 
may become the professions of tomorrow, so that, we 
may say vocational education applies to any kind of 
specialized training which prepares the individual to 
practice a definite trade, art, or profession. 

In what kind of society will the individual carry 
out her vocation? In the dynamic society of our era 
the curriculum maker must go beyond the traditions 
of the past, select what is best, and provide instruction 
for living and adjusting to an ever-changing environ- 
ment. 

As yet, nursing has been discussed only in its varied 
relationships. There should be agreement in the formu- 
lation of an aim for nursing education. Will you accept 
this one? The aim of nursing education is to enable 
the nurse to secure the Supreme Good, and to live to 
the highest possible degree while rendering her best 
service to mankind. Is this aim practical, attainable; 
has it grown out of the need of the situation, flexible, 
just a little beyond the present, readily understood, 
dynamic and socially worth while? It ought to include 
the many varieties of nursing education. 


Studying the Curriculum 


What form are we considering? The curriculum 
maker will examine the foundations as the architect 
who first decides what must be done to enable the 
building to stand. The undergraduate nursing course 





8The Encyclical of Pope Pius XI on “Christian Education of Youth.” The 
Catholic Bulletin, St. Paul, Minn., Feb. 22, 1930. English Translation. 
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is referred to as the “basic course,” in which the whole 
body of general workers are prepared for nursing 
practice; general nursing as opposed to specialized. It 
embodies the foundation on which all future educa- 
tion of the nurse will depend. Has the basic course met 
the needs of general nursing practice? If we look about 
us we will find that it has stressed them probably as 
well as most basic courses. Education is experiment- 
ing. Medicine recently issued a report indicating the 
need of change. Further study will probably reveal 
other outworn courses, Nurse leaders are busy. The 
Reports of the Grading Committee, The Lancet Com- 
mission of England, and the Canadian Survey have 
followed the Rockefeller Report on Nursing and 
Nursing Education in the United States. Such scien- 
tific facts indicate the need of curriculum revision. 
Already, the Educational Committee of the National 
League of Nursing Education is at work using modern 
methods of evaluation. 

Some of the content of the undergraduate course has 
been injected by forethinkers who saw the value of 
the material but were not in a position to realize the 
complicated machinery which must be set in motion 
before such changes could be made. 

It is not the purpose of this paper to set up a tech- 
nique or apply that already known. However, it is nec- 
essary to understand that it is poor practice to arrive 
at content without using techniques tried out and 
found of use elsewhere. Objectives have been discussed 
previously. The principles of nursing education are no 
different from those of other education. 


How Long a Course? 


What is the length of the basic course? How many 
years? How many hours, or is it a question of years 
and hours? Are we not more concerned with the body 
of knowledge? Here educational and scientific research 
will contribute. It may be wiser to consider individual 
difference, use tests and measurements, and allow the 
students to set their own pace. The selection of the 
student is of considerable importance in setting up 
specifications. Of course, the faculty is a vital question 
but it is sufficient to note that the persons responsible 
for the operation and production of a revised course 
will necessarily rank superior in preparation and ex- 
perience to the student. Method is not so much of a 
problem as is its application to the rich, practical field 
of nursing. Once the question of service is answered, 
nurse educators will find themselves well endowed. 


What Do Nurses Do? 


What do nurses do? If they are working with other 
groups of health workers there must be specific 
functions carried out by nurses only. They are the 
activities, the “how” of doing; the type of thing which 
belongs to clinical experience; the carrying out of 
practices in the hospital ward; the application of 
procedures in the home where sickness occurs; the 
health work in the school; the teaching of patients 
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in the clinics and the other functions which might be 
enumerated. The intelligent nurse will look for the 
“why” or the content which goes below the techniques; 
the physiology, anatomy, chemistry, psychology, etc. 
Extensive studies have done for teacher-training cur- 
ricula by using check lists of activities of large num- 
bers of teachers.* The N.L.N.E., through the work of 
Mary Marvin Wayland has produced check lists of 
specific value. Florence Nightingale saw the use of this 
method and listed the skills she expected her nurses 
to develop. 

Character, personality, traits, abilities, attitudes, 
devotion to a cause are general qualities which have 
challenged the curriculum maker. They are hard to 
reach. Yet the individuals future success as well as 
the reputation of the school will depend upon their 
development. Catholic educators build up the Chris- 
tian characters; nursing schools have not neglected the 
spiritual welfare of their students. Retreats, Sodalities, 
and courses in religion have been used. Such content 
is an important part of the curriculum according to 
the aim. Spirit is a more comprehensive term and 
represents that which characterizes the nurse in her 
devotion to the patient. It is that which there is some 
fear of losing through the marked development of the 
art and science of nursing. 

Such apprehensions are without cause if curriculum 
principle is observed; rather, they become definite 
objectives to be achieved. 

The content is the material which enables the in- 
dividual to reach this desired goal. According to 
Hopkins it is necessary to set up criteria for judging 
whether or not such material is to be accepted or 
rejected. The most important criteria are: 

1. Has the curriculum the material for a high frequency 
in the common activities of present social life but not taught 
by outside agency and as it ought to be taught in the next 
generation? ; 

2. Is it of interest to pupils within their capacity and does 
it serve as a basis for acquiring more learning? 

3. Is it of value in meeting the basic needs of a possible 
future career? 

4. Does it include an intensive treatment of a small num- 
ber of topics rather than extensive treatment of a larger 
number of topics? 

5. Is it selected in such a way as to contain the maximum 
amount of the most desirable indirect content? 

6. Does it make possible the maximum correlation with 
other subjects? 

7. Is it selected for its value in reaching the objective as 
determined by scientific experimental studies? 


Organizing the Course 


After the content has been selected, it must be 
organized to facilitate methods of handling and so 
organized as to proceed from the psychological to the 
logical. How far do such criteria apply to nursing 
content? The next few years will give the answer. As 
yet we have only a few teaching units constructed by 
this method but they have hardly been in use long 
enough to be of value. An example of the difference 


‘Hopkins, Curriculum Principles and Practices, p. 134. 
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of opinion and variations in our curriculum is shown 
in a limited study. I attempted to illustrate the need 
of further intensification. Thirty schools were asked 
what biological, physical, and social sciences were 
offered in their curricula, the clock hours given to 
lecture and laboratory, the preparation of the instruc- 
tor, and where the teaching was done. The curricula 
of the same number of state boards were checked and 
the suggested hours of the N.L.N.E. were used for 
comparative purposes. The nursing-school studies were 
all connected with large hospitals. Fourteen of the 
lists returned were from schools either within the uni- 
versity or having an affiliation. The following tentative 
interpretations may be made from this study: 

1. Anatomy, physiology, bacteriology, pathology, and 
chemistry are the content of the biological and physical 
sciences. One school in the group includes eighteen hours of 
physics. 

2. Psychology, sociology, and mental hygiene are social 
sciences in which there is fairly general agreement except that 
mental hygiene is not as well represented. 

3. Except for three clock hours in bacteriology, the mean 
number of clock hours in the nursing school is above the 
suggested hours of the N.L.N.E. 

4. The university school tends to exceed the hospital school 
in bacteriology, chemistry, psychology, and sociology but not 
to the extent one would expect. 

5. The preparation of the instructors is scheduled. R.N.'s 
without academic degrees continue to do most of the teach- 
ing in anatomy and psychology. One R.N., a Ph.D. teaches 
mental hygiene. 

6. Chemistry, psychology, pathology, and sociology are 
taught by the better prepared instructors. Psychology is a 
prerequisite in one university school. 

7. M.D.’s are teaching anatomy and physiology, pathology, 
sociology and mental hygiene. The instructor M.D.’s show 
more preparation beyond the M.D. than the R.N.’s show. 

8. In every case more instruction is carried out in the 
nursing school than in the medical college or university. 

The past year has produced one valuable study in 
clinical education. Many more are necessary before we 
advance much further. Have we not stressed teaching 
without sufficient knowledge of content? Hospital 
charts, nurses’ records, and case studies are valuable 
sources for such material. What skills, intellectual and 
motor, are to be learned in the ward? The correlation 
of procedures with underlying principles is still a 
problem outside the classroom. 


Care in Selection 


In general, do we not especially need to become more 
objective before adding or subtracting curricula con- 
tent? An instructor recently remarked that she was 
required to teach a subject with content already in- 
corporated in other courses. It seems that the applica- 
tion of selected criteria to objectives, specifications, 
evaluation of content, and other techniques of cur- 
riculum construction would reject such duplication. 
Nursing has made rapid progress. The type and num- 
ber of schools represented in the Nursing Council 
places upon it the responsibility of intelligent study 
and experimentation. We too are passing beyond the 
brick-and-mortar stage into that of wise application 
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of that knowledge which has been given us. The out- 
come of this discussion may be stated in the form of 
several recommendations: 

1. That a committee of administrators, nursing-school 
supervisors, instructors, and head nurses be named to work 
in sectional groups on the Catholic-school-curriculum content. 

2. That there be formed a central committee of leaders 
from other fields to give expert advice to the nurse groups. 

3. That the work of such committees in no way duplicate 
experimentation being carried on in other organized nursing 
associations. 
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Sisters Receive Postulants 

On the Feast of the Nativity of the Blessed Virgin Mary, 
September 8, eleven young women entered the community of 
the Hospital Sisters of St. Francis at the mother house in 
Riverton, Ill. Among the group are two registered nurses. The 
next class of postulants will be admitted on February 2. 














Government Subsidies and Hospital 
Service in Canada 


The Reverend Georges Verreault, O. M. I. 


vate enterprise, so far as general hospitals are 

concerned.* Catholic hospitals have been first 
in the field and still take a prominent part in the care 
of the sick throughout the Dominion. They are, there- 
fore, vitally concerned in all problems relating to hos- 
pitals. Of these problems the financing of the care of 
indigent patients is surely very important. 

Until recent years, a hospital was considered to be 
almost entirely a charitable institution for the care 
of the destitute. The surroundings, buildings, and 
equipment, and the type of patient within, constantly 
appealed to private charity and the stirring addresses 
from the pulpit or elsewhere for “our” hospital and 
“our” sick brought relief to the budget of the sister- 
hoods in charge. 

As modern conditions developed two other classes of 
patients sought admission to the hospitals; the part 
indigent who needed the care and technique now dis- 
pensed through scientifically improved medical and 
nursing services but who could not afford to repay en- 
tirely the cost of such care, and the well-to-do who 
were willing and able to pay for all the comfort and 
relief that money could bring them and which could 
not be procured at home. 

The presence of the rich patient called for private 
patients’ sections in the hospitals, uniformed attend- 
ants, costly furniture, dietary delicacies, genial sur- 
roundings, all of which as gradually reflected in the rest 
of the hospital. Costs were creeping up. Something was 
going to happen. Charity hesitated at the door of 
million-dollar buildings and the poor had to be cared 
for. The non-Catholics had not always sufficient en- 
dowment funds to carry on, and they had to pay living 
salaries to their personnel, so they turned toward mu- 
nicipal institutions and organized more civic hospitals. 
These municipal hospitals are open to the pay patient 
as well as to the indigent, and the private patients’ 
sections in such hospitals rival the best of privately 
owned institutions and often surpass them. 

A new problem soon faced the Catholic hospital, 
with the need of new accommodations and equipment 
and the revenues from charity disappearing gradually. 
Public loans had to be launched with a high rate of 
interest and brokers’ commission to be paid. All this, 
with constant rise in the cost of commodities and the 
aforementioned state of affairs, effected the necessary 
and constant rise in the cost of hospitalization, in both 
civic and private hospitals. 


*Presented before the Section on Financial Policies of the Catholic Hospital 
of the Eighteenth Annual Convention of the Catholic Hospital Association 
of the United States and Canada held at St. Louis University, St. Louis, Mo., 
June 12-16, 1933. 
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Traditional thought among the Catholic sociologists 
teaches that the indigent is primarily a charge to pri- 
vate charity and that the state should take over this 
duty only when private charity fails. As private charity 
failed in Canada, the provincial governments, having 
legal jurisdiction over the hospitals, stepped in and 
under various arrangements have granted certain sums 
to help the hospitals in the care of the indigents. These 
sums are sometimes distributed as per-capita grants 
for days of care to the indigents; in other instances 
they are based on the total number of all patient days; 
while in certain provinces they follow a sliding scale 
according to size, location, etc. These grants are to be 
distinguished from the municipal allowances for care 
of indigent patients. The responsibility for these costs 
seem to have been distributed in principle, first, on the 
hospital management, second, on the local municipal- 
ity, and third, on the province. 


A Canadian System 

In the Province of Quebec it is clearly understood 
that the costs are to be borne equally by the hospital, 
the municipality, and the province. In Ontario, the 
ratio is different, the municipality paying $1.75 for 
every hospital day of a recognized indigent, the prov- 
ince allowing 60 cents for every patient, who is a resi- 
dent of the province and who does not pay more than 
$1.75 per day, proved that the hospital has a deficit. 
If the hospital has no deficit, the grant of the 60 cents 
per day is not allowed. The total amount of the provin- 
cial grant is not allowed to exceed the total of the 
municipal grants together. 

Each province follows its own program of subsidiz- 
ing the hospitals for the care of the indigents, but it 
is generally assumed that the average per-diem cost 
of indigents is about the same as the average cost of 
all patients. Consequently, there is a growing adverse 
feeling toward hospitals because it is felt that this av- 
erage amount of about $3.40 in Ontario is too high for 
indigent care, and that there must be mismanagement 
in hospitals generally. If this situation is not cleared 
in the very near future, somebody will advocate one of 
the new products of politics and socialism called state 
hospitalization, which may be a development in ad- 
vance of state medicine and socialized nursing. 


Costs Uncertain 
My opinion is that proper and scientific accounting, 
with proper and scientific cost analysis will prove to 
the very few hospitals now installing such systems that 
the costs of the lying-in indigents are not that high. It 
may be found that care of private patients, out-pa- 
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tients, free and low-fee clinics, and schools of nursing 
are responsible for the high average of costs. But how 
can hospitals prove to the public and to the state au- 
thorities that costs are so much for the care of the 
destitute and no more? All modern institutions must 
know their costs by departments and for each kind of 
product or service given or sold. Why is it that hos- 
pitals have been so slow in realizing this? Then, when 
we can prove that our figures are exact or nearly so, 
it will be a rather easy task to convince people that we 
are not asking subsidies and charitable donations in 
order to provide luxurious accommodation to paying 
patients beyond the revenues received from them. 
Grants may be proportionate to the distribution of 
costs. If an out-patient free clinic is too heavy a bur- 
den on the hospital, the responsibility should rest on 
local charity and the municipality. The cost of hos- 
pitalization and treatment, of accident cases, of tran- 
sients, floaters with no residence according to the 
terms of the law, should be a charge to state or prov- 
ince. But these costs must be well defined; they must 
be computed according to uniform methods. 

A standard accounting and cost-analysis system will 
be of untold value to hospital officials studying, for 
example, the comparative cost of student and graduate 
nursing in their own hospital. Accounting for hospitals . 
has not as yet reached the stage of standardization. 
Actually there are two fundamental notions about the 
classification of costs. The Cleveland hospital council 
has been advocating functional departmental division 
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while the New York United Hospital Fund has gone 
one step further in redistributing costs to revenue- 
producing departments. Through a local problem on 
account of state aid, in Canada, some hospitals have 
already gone ahead, on a third step, dividing costs as 
to pay patients and indigents. The Cleveland Chart of 
Accounts is well-known and Accounting and Business 
Procedures for Hospitals just released by the New 
York United Hospital Fund will popularize the distri- 
bution of costs to the revenue-producing departments. 
The following table may illustrate, with actual fig- 
ures of a half-year’s performance, how one hospital has 
distributed its costs in order to find the cost of indigent 
patient care. It will be noted that Table I is divided 
into two sections, the upper part containing the figures 
of hospitalization costs and revenues, and the lower 
part showing costs and revenues of special services. 


Explanation of Table I 

The figures without an asterisk are from general 
ledger-accounts proof balance. Those with an asterisk 
come from a departmental cost-analysis sheet and are 
being redistributed here on another basis. Up to this 
point, we have the revenues of each service through the 
general ledger, divided into four classes ; namely, char- 
ity, lying-in and out-patients ; paying, lying-in and out- 
patients. All earnings are on the same standard sched- 
ule. For instance, a major operation is credited to 
charity earnings at the same rate as to paying patients, 
the unpaid portion being deducted as a whole from 





Municipal Indigents 





Total 
Hospitalization Expenses Reg.Rates Expenses Revenues Expenses Revenucs Expenses Revenues 
Rooms — General .............-+ $47,230.51 $51,681.10 $ 47,230.51 $ 51,681.10 
nD bcc ccccccanes 7,181.40 4,345.65 7,181.40 4,345.65 
=~ PORMIMED on. oc cccececs 468.35 499.25 468.35 499.25 
Sub-Total of Rooms ............. 54,880.26 56,526.00 54,880.26 56,526.00 
Wards — General .. $ 2,067.86* $ 2,247.90 $19,644.57* $20,892.75 5,639.62* $,002.35 27,352.05 29,143.00 
— Obstetrics 434.54* 541.30 2,977.43* 3,703.55 233.36* 287.10 3,645.33 4,531.95 
— Pediatrics 264.91* 309.75 12,539.40* 14,218.60 883.00* 1 3.30 13,687.31 15,571.65 
Gross Sub-Total of Wards . : 2,767.31 3,098.95 35,161.40 38,814.90 6,755.98 7,332.75 44,684.69 49,246.00 
Less Charity ......... ; , 3,098.95 3,098.95 
Net Sub-Total of Wards . , 2,767.31 35,161.40 38,814.90 6,755.98 7,332.75 44,684.69 46,147.05 
Total of Hospitalization ......... 2,767.31 35,161.40 38,814.90 61,636.24 63,858.75 99,564.95 102,673.65 
Special Services 
Out-Patient Clinic ....... 4,241.72* 234.60* 234.60 4,476.32 234.60 
Pharmacy — In-Patients . 4,452.47* 1,961.70 5,691.89* 2,507.65 10,144.36" 4,469.35 
~ Out-Patients 2,313.15* 1,019.53 3,235.75* 1,425.42 5,548.90* 2,444.95 
OLR. -In-Patients . 8,201.92* 5,234.05 11,619.64* 7,415.40 19,821.56* 12,649.45 
~ Out-Patients 330.64* 211.45 1,394.65* 890.60 1,725.29* 1,102.05 
Lab. In-Patients . 2,195.92* 3,179.50 2,799.54* 4,053.75 4,995.46* 7,233.25 
Out-Patients 362.57* 525.00 578.03* 837.70 940.60* 1,362.70 
Urology In-Patients . 785.82* 260.25 592.55* 197.00 1,378.37* 457.25 
Out-Patients 193.16* 64.00 592.53* 195.50 785.69* 259.50 
Physio-T. In-Patients .. 802.57* 1,183.50 168.84* 249.00 971.41* 1,432.50 
Out-Patients 1,366.99* 2,014.00 770.23* 1,135.25 2,137.22* 3,149.25 
Radiogra. — In-Patients 2,851.20* 2,976.00 3,744.82* 3,909.00 6,596.02* 6,885.00 
Out-Patients . 1,573.99* 1,642.75 4,102.20* 4,281.00 5,676.19* 5,923.75 
Dressings In-Patients ... 509.58* 946.95 1,067.87* 1,983.90 1,577.45* 2,930.85 
Out-Patients . 159.27* 295.95 90.40* 167.82 249.67* 463.77 
Sub-Total of Special Services 30,340.97 21,514.63 36,683.54 29,483.59 67,024.51 50,998.22 
i eee . 21,514.63 21 514.63 
Total of Special Services ......... 30,340.97 36,683.54 29,483.59 67,024.51 29,393.27 
Operating Exp. & Revenues ... 33,108.28 35,161.40 38,814.90 98,319.78 93,342.34 166,589.46 132,157.24 
Non-Operating Exp. & Rev. .... 1,307.13 29,393.27 
Deductions: Doubtful Acc. . 167,896.59 161,550.51 
Collection Costs, Courtesies .. 15,583.23 
EEE < cictadeurchuntiaekiws cas 145,067.28 145,967.28 
Less Govt. Per Capita Grant . 21,292.31 
Pe EE cnccateentdowe beans nes 15,480.10 
6,449.21 


Note: The amounts without an asterisk are from general ledger accounts. 
The amounts with an asterisk are from the cost-analysis sheet and are 


redistributed here on the basis of revenues. 
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charity earnings afterwards. There is a twofold reason 
for this procedure; first, to show total earnings at 
schedule rates, and secondly, to redistribute costs to 
charity and municipal indigents as well as to paying 
patients. 

Please note that departmental total costs including 
overhead as found through the cost-analysis sheet have 
not been distributed according to revenue but accord- 
ing to statistical units and other procedures previously 
described in Hosprtat Procress. 

There are no charges against municipal indigents 
for special services because these are taken to be dis- 
pensed free and, therefore, services rendered to mu- 
nicipal indigents appear in the charity category. 

By adding the totals of columns one and three and 
dividing the results by the total number of indigent 
patient days, we find the average per-diem cost of in- 
digent patients, which happens to be $2.77 in this case; 
while the all-inclusive patient-day cost is $3.77, the 
provincial per-diem cost, exclusive of depreciation and 
allowances for bad debts was $3.41 in Ontario for the 
last fiscal year. 

The out-patient is distinctly a local patient and the 
cost of services rendered to this class, if properly ex- 
tricated from other costs, will have an argumentative 
value, for more municipal support. After all out-patient 
costs have been segregated from the rest, we have the 
cost of the lying-in patient, this being the rational 
basis of provincial or state grants. 






















Division of Costs 






Table II is simply a rearrangement of Table I and 
brings out the costs of hospitalization and special serv- 
ices as divided between lying-in and ambulatory pa- 
tients. Columns one and three give the cost of indigent 
“in” and “out” patients separately. By adding the cost 
of charity lying-in patients, which is $22,566.79, to 
the cost of municipal lying-in patients, which is $35,- 
161.40, we have a total of $57,728.19, averaging $2.35 
per patient day. 

This amount is exactly the amount paid by the com- 
bined municipal provincial grants for adults in On- 
tario. The costs of baby care are absorbed in this 
amount of $2.35, while the combined municipal and 
government grants are only 90 cents for babies. This 
cost analysis has not gone so far as finding the separate 
costs of baby care. Studies of such costs have been 
made in Cleveland, and could well be used as a basis 
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Total 


Charity Municipal Indigents Paying Patients 
Expenses Reg. Rates Expenses Revenues Expenses Revenues Expenses Revenues 

“In’’ Patients 
Hospitalization ........ . $ 2,767.31 $ 3,098.95 $35,161.40 $38,814.90 $61,636.24 $63,858.75 $ 99,564.95 $105,772.6 
Special Services ........... 19,799.48 15,741.95 25,315.70 20,315.70 45,484.63 36,057.6 
Sub-Total “In’’ Patients . 22,566.79 18,840.90 35,161.40 38,814.90 87,321.39 84,174.45 145,049.58 141,830 

Less Charity .... 18,840.90 18,840 
Cost of “In” Patients 22,566.79 35,161.40 38,814.90 87,321.39 84,174.45 145,049.58 122,989.35 
“Out” Patients 
Special Services ...... 10,541.49 5,772.68 10,998.39 9,167.89 21,539.88 14,940.57 

Less Charity .. pie categets 5,772.68 5,772.68 
Cost of “Out” Patients ............ 10,541.49 10,998.39 9,167.89 21,539.88 9,167.89 

35,161.40 38,814.90 98,319.78 93,342.34 166,589.46 132,157.24 








of argument if the question of readjustment should 
ever come up. 

It would be wrong to think that the province and the 
municipalities have taken over the burden of all in- 
digent-patient care, in the case of this one hospital. 
Floaters and indigent people who may be proprietors 
of unproductive property are taken care of, without 
charge by the hospital. 

Figures quoted here will have a real statistical value 
if the method used in gathering them is acceptable to 
the provincial and municipal health authorities. From 
a provincial viewpoint, uniformity in the general 
procedure and identity of contents should be deter- 
mined before any conclusion is arrived at, when using 
consolidated statistics. A different interpretation of 
definitions in one hospital might destroy the value of 
averages. 

If the Canadian hospitals through the newly formed 
Canadian Hospital Council, can reach a basis of uni- 
formity in accounting procedures, it will be much 
easier to ask the different provincial health depart- 
ments to study the possibility of a common method 
in the distribution of subsidies. 

At any rate, some of these health departments are 
keenly desirous to have real and dependable cost 
figures of indigent care. So far, very few accounting 
departments in hospitals seem to be adequately func- 
tioning so as to bring out this information and those 
which have them are rather cautious and hesitant 
about broadcasting their conclusions, until time and 
criticism have tested the soundness of their cost-ac- 
counting methods. 


Standard Accounting 


As a corollary to this side glance at Canadian hospi- 
tals, I would like to suggest the following: We have 
heard so much about standards and standardization 
during this week, to make us wonder whether the time 
has not come to talk about accounting and financial 
standards in Catholic hospitals. It may be well to be 
at tip-top in medical service, educational functions, 
research, and the rest, but it certainly will be too bad, 
if through lack of financial diagnosis, any of our hospi- 
tals should have to close their doors. Have not some, 
although very few, been obliged to do so already? In 
conclusion, I wish to repeat Dr. MacEachern’s watch- 
word, “Let us see the facts, know the facts, and focus 
the facts.” 

















Educational. Aspects of the Curriculum 
of the School of Nursing 


Sister M. Claudia, S. S. J., M. A. 


object the student, for its agent the instructor, 

and for the means of arriving at its objectives 
the curriculum.* In this discussion we are concerned 
with the curriculum. What is a curriculum? Its Latin 
origin reveals to us at once that it is concerned with 
activity. The curriculum is what provides material for 
action, the “what we shall do” to attain some definite 
end. The curriculum is arranged, so that through the 
possibilities of action in it, the individual may attain 
both the mediate and ultimate objectives. 

The Catholic educator has for his mediate objective 
that the student may live a happy and sinless life, and 
his ultimate objective that he may live unto eternal 
happiness. The specific mediate aims are bound up 
with the acquiring of knowledge and of skill, the 
building up of habits that will make it possible for the 
individual to assume responsibility in relation to God, 
to his neighbor, and to himself, that his life may be 
pleasant and agreeable in the practice of health habits, 
moral habits, and in civil and social responsibilities. 
These specific and mediate aims may be related to a 
very narrow channel, may have to do only with living 
day by day with no vision of the spiritual, no general 
understanding of the grand wholeness of all things; in 
other words, with only the practice of natural virtue 
in mind. Completeness of development must place the 
supernatural upon the natural, the spiritual upon the 
material. While we labor with the clay of our daily 
task there must be a sun above us in the sky; there 
must be an ultimate goal to keep us in perseverance 
and in patience at the allotted task. 


. EDUCATIONAL organization has for its 


Attainment of Objectives 

Any educational organization that is worthy of the 
name is continuously conscious of the objectives de- 
sired to be attained according to the fundamental in- 
tentions and the specific aims of the unit. The curri- 
culum is the means by which the teacher gives to the 
student that which will effect the objectives antici- 
pated. The objectives as already stated are in general 
the acquisition of knowledge according to the needs 
and interests of the student, the establishment of 
habits that will make for good health and living with 
one’s fellow beings, and the inculcation of attitudes 
and appreciation. The curriculum provides the means 
through its content and the instructor directs the 
achievement. 


*Presented before the Institute on Nursing Education conducted by the 
Council on Nursing Education and Advisory Committee of the Catholic Hos 
pital Association of the United States and Canada; held in conjunction with 
the Association’s Eighteenth Annnal Convention, St. Louis, Mo., June 10-16, 
1933. 
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The educational unit that is offering a general edu- 
cation whether on a primary level or on a secondary 
level or on the level of higher education offers and 
must offer a wide range of subject matter. The school 
of nursing offers a specific curriculum, a vocational 
program, a theoretical and practical preparation for a 
professional life, and introduces the young candidate 
immediately to her lifework. 


Educational Aspects 

In order to discuss the educational aspects of the 
curriculum of the school of nursing, it is essential to 
decide first the level of the curriculum under discus- 
sion. The problem of curriculum coincides with the 
three divisions of general education; namely, primary 
education, secondary education, and higher education. 
The curriculum for the secondary level means a curri- 
culum for the adolescent age. Inasmuch as the schools 
of nursing in general admit students upon the com- 
pletion of a four-year high-school course, the student 
nurse usually enters upon her program of studies at 
the age of eighteen, that is at the latter end of the 
adolescent period. The student entering the liberal-arts 
college begins her course with the same preparation 
and at the same age; however, the student nurse is 
entering upon preparation of a professional course 
while the college student is continuing her general 
education. This particular point of comparison can and 
ought to provoke earnest discussion at an assembly 
of educators. Though this may be a deviation from 
the topic, may I ask here: Is there any other profes- 
sion that permits its candidates to begin their lifework 
at the end of the high-school course? Can I make a 
fair estimate of the educational aspects of the curri- 
culum of the school of nursing if I cannot compare the 
level of curriculum? Ordinarily, a person begins his 
special study, his professional career at the conclusion 
of two years of undergraduate study. Where does the 
school of nursing fit into the general scheme of educa- 
tion? Is it purely vocational? Is it decidedly profes- 
sional? If the latter, are we giving its aspirants suffi- 
cient general preparation? E. Everett Cortright in an 
article entitled “This and That in Nursing Education 
and Practice,” Volume XXX, No. 5, of the American 
Journal of Nursing, says: “Today nursing is recog- 
nized as a highly specialized profession requiring edu- 
cational qualifications of a broad cultural and scien- 
tific nature, and representing a type of work of more 
than usual importance to the welfare of the world.” 
When and where has the probationer in a school of 
nursing attained the culture and scientific preparation 
mentioned here? 
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In spite of the various queries which I find myself 
interspersing among the statements made, decidedly 
there are educational aspects to the curriculum of the 
school of nursing. To consider these aspects we must 
reflect upon the phases of the educative process; the 
development of the mind evidences itself in three 
phases: motivation, assimilation, and expression. Ini- 
tial motivation has already been brought to bear upon 
the applicant when she has chosen her field of activity. 
Her choice has been volitional and quite the contrary 
to that of the high-school student who must go to 
school. Here, very often, the candidate entering the 
school of nursing has an attitude of mind toward the 
courses to be studied that is more desirable than the 
attitude of the college student who may begin college 
courses because there is nothing else to do or because 
it is the traditional thing to do; in the first case the 
mind is more ready for the learning process than that 
of the latter. Supervisors and instructors in the hos- 
pital then must and may maintain the initial motiva- 
tion by applying the principle of interest and thereby 
arouse a desire for perfection in the skill, a desire for 
appreciation of the art involved, a zeal for the further- 
ance of the scientific advancement of the profession, 
while inculcating a sense of responsibility and disclos- 
ing to the student the practical and immediate objec- 
tives of the profession. It appears to me possible to 
state that the principle of motivation reaches a higher 
plane here than in the field of general education. 


Motivation for Action 


The almost certain intense motivation for action 
will cause the student nurse to begin the work of the 
curriculum with a real avidity for the knowledge that 
she will need in preparation for her future work. The 
curriculum provides the specific courses and defines 
the extent of the subject matter to be learned. She be- 
gins to acquire knowledge and the second step assim- 
ilation, is now part of the educative process ; she real- 
izes that she will soon use the knowledge being ac- 
quired because generally in hospital situations the 
student begins practical work early in her course; 
almost immediately she puts into practice the theory 
which she has learned and the process of assimilation 
associates itself directly with expression. Consequent- 
ly, these processes have no more perfect or ideal possi- 
bility. The nursing curriculum like all vocational curri- 
cula follows the educational axiom that the individual 
learns to do by doing, that activity on the part of the 
student results in expression, in skill, in a confidence 
that comes from the proof that the theory proposed 
works, that the knowledge acquired can be put to im- 
mediate use. After all, the effective learning procedure 
is to put into practice the knowledge obtained. 

The nurse expresses in the care of a patient what 
she has learned and completes the educative process 
within a limited space of time. The mastery of theo- 
retical knowledge, the experience resulting from the 
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use of acquired knowledge yield to a more complete re- 
action or expression. Continued experience soon brings 
habit and skill which produces an efficient worker in 
a specific field. The educative process is complete. The 
student nurse has knowledge, practice, experience, 
habits, skill, appreciation, and an attitude of mind that 
measures up (if she has lent herself whole-heartedly 
and perseveringly to the task) to the most ideal reali- 
zation of the attainment of objectives that an educator 
could anticipate. Therefore, from a practical stand- 
point and from the consideration of immediate results, 
the curriculum of the school of nursing has decided 
on certain definite educational aspects. 


Study of Psychology 


As far as the aspects of the learning process are 
concerned we may conclude that the curriculum of the 
school of nursing provides all that is necessary. The 
technical courses are supplemented by courses in psy- 
chology. The student nurse becomes familiar with the 
processes of the mind. In making this statement con- 
cerning the study of psychology again we feel forced 
to make this interrogation: Is the eighteen-year-old 
aspirant ready for a satisfactory survey of the field of 
psychology? All the educators readily agree that the 
nurse needs a more complete knowledge of the human 
mind than the teacher in the classroom. The former 
comes in contact with the human mind in every con- 
dition. Further, the technical courses at least in the 
Catholic hospitals are supplemented by courses in 
ethics and religion. These provide knowledge of moral 
habits and judgment in right living. The general objec- 
tives of the educator must include the means of in- 
culcating principles of correct conduct. 

In discussing the educational aspects of the curri- 
culum we must not lose sight of the fact that the one 
absolute need of every individual no matter in what 
field of action he may find or place himself is the need 
of a trained mind. This is the first duty of the instruc- 
tor; it is the first objective of the school; in fact, it is 
the reason for the existence of the school. As Catholics 
we know that the development of a Christian life fol- 
lows upon this order, viz., first, growth in virtue, then 
the acquisition of knowledge, added to these the neces- 
sity of discipline. The home and the Church, however, 
can and do take care of the growth in virtue, and this 
can be achieved without the school; similarly, dis- 
cipline can be exercised in the home and in the Church, 
but the development of the mind must be taken care of 
by those who are prepared to do so; consequently the 
school exists primarily for the development of the 
mind. The trained mind is the result of the develop- 
ment of the mental activities. Mental activity involves 
the exercise of the intellect, of the will, and of the 
emotions. The field of general education is the gym- 
nasium out of which should come the trained mind. 
Has the student nurse sufficient general education to 
say that she undertakes her professional preparation 
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with enough mental development? How can this be 
determined? A comprehensive examination given the 
entrant will reveal the mental capacity; but capacity 
does not mean contact with knowledge or control of 
the mental activities. This prognostication, neverthe- 
less, can and ought to precede incursion into a new and 
definite curriculum. Can the mind of the eighteen- 
year-old woman be considered a trained mind? Is the 
curriculum of the school of nursing sufficient to com- 
plete this training if it is deficient? Is there means in 
the school of nursing to continue the development of 
the intellect, of the will, and of the emotions? Is the 
curriculum of the school of nursing too specific, too 
technical to have within itself all the fundamental 
ispects of education ? 

Permit me to quote from Annie Warburton Good- 
rich in The Social and Ethical Significance of Nursing 
(page 331): “Epitomized, the desirable qualifications 
for a student entering a school of nursing are maturity, 
culture, and ability.” If this is so, and who does not 
believe it, then we must place as a preliminary to a 
consideration of curriculum aspects the qualifications 
of candidates for the nursing profession, and in order 
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that the end of the curriculum may be realized we 
must establish as a certainty that the aspirant pos- 
sesses these qualifications. We are convinced that the 
educational aspects of the curriculum of a school of 
nursing that follows immediately upon a high-school 
preparation and follows a single curriculum are not 
realized completely ; primarily the foundation is weak. 
A young woman of eighteen lacks maturity and even 
more she lacks that cultural background that comes 
from contact with the history, art, field of literature, 
language, and that would result from a college educa- 
tion. This absence of maturity and meager cultural 
preparation interfere with the realization of possibil- 
ities that native ability may be ready to attain. Hence, 
I do not hesitate to make the suggestion that all 
schools of nursing make provision for the five-year 
course or that they accept as candidates only those 
who in addition to graduation from high school have 
completed two years of successful college study. If we 
can provide the intellectual preparation and the cul- 
tural background, then one can accept the curriculum 
as complete in its educational aspects. 








Alphonse Mc Mahon, M. D. 


unquestionably moments of deepest despair and 
blackest hopelessness when mute and clamorous 
conflicts surge about him and his bark, storm-tossed, 
seems rudderless in the vast deep of hospital prob- 
lems.* As a helmsman he attempts to pilot the hospital 
ship between the Scylla of changing standards and the 
Charybdis of unreasonable demands and in so doing 
he is sorely tried and often tempted to give up the 
struggle, letting the hospital drift where it may. How- 
ever, such he cannot do, for the hospital must be 
guided on into the security of the harbor of sane, rea- 
sonable, adequate standards, designed to protect the 
interests of and to serve the patient in a way befitting 
the high estate of the practice of medicine today. The 
resident physician can achieve this end if he will cease 
to despair and continuously apply to his work, the 
qualities of perseverance, courage, tact, diplomacy, and 
clarity of vision; indeed, it may even be said that with- 
out these qualities in his make-up, he cannot succeed. 
Hospital standards, in the last analysis, have been 
designed to raise the level of service, so that there may 
be near-perfection in all relationships between hospital 
and patient. They, furthermore, strengthen the rela- 


[: THE lives of all resident physicians there are 


*Presented before the Section on Medical Staff of the Eighteenth Annual 
Convention of the Catholic Hospital Association of the United States and 
Canada held at St. Louis University, St. Louis, Mo., June 12-16, 1933. 


tionships between hospital and visiting physician and 
guarantee to the physician that his patients shall re- 
ceive the best possible service that can be given under 
existing conditions. Hospital standards are guarantees 
of efficiency and honesty of purpose and the more 
rigidly they are carried out the more perfect will be 
the efficiency and the more sincere will be the expres- 
sion of honesty of purpose. 


Evolution of Resident Physician 


It may be of interest to consider for a few moments 
the evolution of the resident physician. With such 
knowledge, perhaps, we may be better able to under- 
stand his relationship to his duties and responsibilities. 
The junior intern, the resident physician in embryo, 
shy, halting, and slightly in awe of his surroundings as 
he enters upon his service, soon develops mental tone, 
views, engages with and solves his problems, and so 
develops a feeling of self-confidence and satisfaction 
of accomplishment. By constant repetition of this pro- 
cedure, habit fixation, as it were, mental strength and 
confidence increase and he feels that he is a unit in 
the hospital, a unit that is more or less necessary, one 
upon whom dependence is placed. This feeling of be- 
ing necessary to the affair of the hospital creates a 
consciousness of rights, duties, and responsibilities. 
Too often, alas, in this new-found strength the junior 
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intern is prone to stress his rights and forget about 
duties and responsibilities. It is simply the conflict 
between self-desires and social obligations and one 
readily resolvable by understanding superiors. 

As the junior intern develops, he assumes more re- 
sponsibilities, though his work perhaps does not give 
him unlimited scope for his desires and his courage. 
Often this is a cause for unrest; however, he is learn- 
ing to apply himself to detail, he is fitting himself into 
the hospital scheme, and what is perhaps most im- 
portant of all, he is establishing a relationship of his 
field of work, scope of activity, rights and responsi- 
bilities between himself, his fellow-juniors, his senior 
intern, the resident physician, and the visiting staff. 
He should be making contact in his clinical work with 
all specialties of medicine and surgery and thus broad- 
ening his experience.He has ceased to be an unleashed 
star whirling through the skies, giving brightness per- 
haps, but no large amount of determinable or useful 
energy, and has become fixed so that his efforts may 
be observed, criticized, aided when necessary, and in 
general evaluated in the interest of himself and his 
future relationship to the hospital. He is being tried 
in the crucible and his future often depends upon the 
result. 

You may object, and say that I am spending too 
much time on the development of the junior intern 
while, after all, our discussion concerns primarily the 
resident physician. I answer that your objection is 
well taken were junior interns isolate beings, totally 
distinct in time and development from the resident 
physician. Such, however, is not the case, for the jun- 
ior intern of today is the resident physician of to- 
morrow with only an intermediate step, that of the 
senior intern between them. Hence, it was my belief 
on first thought that this brief dissertation should be 
devoted entirely to the junior intern and his training, 
for no effect can be greater than its cause and so no 
resident physician can contain in himself or manifest 
in his activities greater potentialities than are existent 
in the junior intern in, perhaps, an unrecognized state. 


Importance of Training 


It is during the time of the junior internship that 
most of the fundamental facts relating to future med- 
ical activities are laid down. It is here that medical 
character is developed and traits of honesty, truthful- 
ness, courage, respect for authority, self-sacrifice, re- 
sponsibility, courtesy, and consideration are given fur- 
ther impetus and stressed in their proper relation to 
the individual in all of his contacts. This is the time 
when the intern is stirred to emulate his “chief” in 
character and actions; he strives to gain praise or a 
friendly word from him who epitomizes all that is 
excellent and desirable in the practice of medicine. 
Here, perhaps, for the first time he realizes that med- 
ical history is vital, of the living present, and is made 
from day to day. He assists in the process of history- 
making by his own efforts, insignificant and apparently 
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valueless as they may be and thus he develops a med- 
ical identity. 

The ideas of hospital organization soon begin to 
present themselves to his mind and he realizes that to 
achieve a goal in the practice of medicine, efforts must 
be directed along established lines, so that harmony 
of action may be the outcome. This organization which 
he grows to know and respect is not the result of 
haphazard action on the part of those who lived with 
the future before them when they planned, but has 
come about designedly and with set purpose of action. 
The development to its present high standard has not 
been sudden, rather it has been the result of gradual 
improvements with trial and error playing a large part 
in its growth. 

The realization of this fact of the significance and 
importance of hospital standards evolved from organ- 
ization is perhaps the first beginning of wisdom in the 
junior intern, for it is only with a proper understand- 
ing of the meaning of standards that the intern can 
begin to plan activities to conform to high standards 
and perhaps to add further luster to the hospital by 
the example of his actions. 

The success of the intern in the junior state depends 
entirely upon his appreciation of these facts as we have 
reviewed them, and his ability to appreciate them de- 
pends upon the fundamental qualities with which he 
has been endowed. Hence, our junior intern may either 
be a success or a failure considered in his relationship 
to hospital management; this says nothing about his 
success in the practice of medicine. We train our in- 
terns fundamentally for ultimate success in their future 
work; at the same time we have in mind the idea of 
having them carry on the high standards of our 
hospitals. 

It may be said to be axiomatic that a poor intern 
will make a poor resident physician, while a good in- 
tern may make a successful resident physician. If the 
junior intern has developed under our training as we 
have hoped, and has caught that rare glimpse of Med- 
ical Elysium in which are fastened the hopes of all 
those who are not content to merely grovel or to be 
satisfied with platitudinous mediocrity, then we need 
have no fear of him as a resident physician. It is not 
necessary to dwell upon the transitional stage of the 
senior internship, for this adds little but breadth of 
view, experience, solidity, and a deeper sense of re- 
sponsibility to the innate qualities of the junior intern. 
This interval enriches his mental content so that he is 
ready to meet the problems which face him as a resi- 
dent physician. 

You may say here that I have pictured for you a 
very glorified sort of being who now dons the robes 
of the resident physician and proceeds to officiate in 
a superior sort of way, exalted by his own sense of 
greatness. If I have done so, it was not the result of 
a desire to avoid reality and the acceptance of the ma- 
terial at hand, but rather the result of my sincere be- 
lief in the potentialities of our present junior interns 
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who are ready in most instances to accept this new 
training, alert to be impressed with the mark of scien- 
tific progress, eager to assume responsibility. It is truly 
a challenge to our ability and our desire to hand over 
to them the torch to light the future of medical science 
and art. 

It is this type of intern whom we must select for the 
position of resident physician. If our judgment is 
sound, we should have no difficulty with him. He has 
made hospital organization and standards a part of 
himself, and yet he has not made of them an idol at 
whose feet are sacrificed the rights, privileges, desires, 
and hopes of patients. His understanding of his rela- 
tionship to the three major divisions of the hospital, 
the executive or governing board, the visiting staff, and 
the resident staff is such that he readily adapts him- 
self to each for the good of the hospital. This threefold 
relationship is provocative of most of the difficulties 
which arise in the course of the resident physician’s 
activities. 

The Resident’s Importance 

For the resident physician to maintain high hospital 
standards he must know and understand their signifi- 
cance. He must learn to evaluate them, so that he may 
be elastic in matters of lesser importance and rigid in 
the more serious matters. Frequently, it is upon his 
interpretation that a given course is followed, and so 
it behooves him to make of high standards a “medical 
religion.” It is well known that the slightest variation 
from the accepted standards may lead to ultimate dis- 
order and even chaos. It is not exaggerating the fact 
to say that in the hands of the resident physician 
frequently lies the success of the maintenance of high 
standards. 

It may be well to investigate further the threefold 
relationship of the resident physician to the executive 
board, the visiting staff, and the resident staff and to 
determine, if possible, in what ways this relationship 
may serve to hinder or assist the maintenance of prop- 
er hospital standards. 

The position of the resident physician is, perhaps, 
an anomalous one, for he is neither “flesh nor fowl.” 
He is not one of the interns in the true sense of the 
word, and yet he is not of the visiting staff. It is from 
this indifferent but not undetermined position, if we 
may call it such, that both advantages and disadvan- 
tages arise. He is somewhat in the position of a liaison 
officer making contact with all three components. His 
direct authority extends to the resident staff while his 
opinions and suggestions are valued by the executive 
board and visiting staff. 

His relationship with the executive board may be 
either direct or indirect through the medium of the 
visiting staff. The executive board is entitled to know 
from the resident physician what medical activities 
are being carried on in the various departments of the 
hospital. It is in meetings of this kind that much may 
be accomplished in working out problems relating to 
hospital management, for the resident physician has 
his hands upon the pulse of the hospital and is in far 
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better position to interpret the variations in the beats 
than is one who receives these beats only through the 
medium of the ether. 

Relations to Executive Board 

Frank discussions of management problems as they 
affect the medical affairs of the hospital can only re- 
sult in better understanding on the part of an executive 
board which in many instances is composed largely of 
laymen. Recommendations by the executive board for 
a change of medical policy consonant with reductions 
of costs must be interpreted in the light of the existing 
hospital standards, and the changes must be such that 
no lowering of standards is permitted. It is here that a 
resident physician aware of the needs of the medical 
and surgical services and yet at the same time con- 
scious of the necessity for consideration of costs may 
give incalculable assistance to the executive board. 
Suggestions offered in a constructive way, early in the 
development of a plan may save much embarrassment 
and needless expenditure of energy. In this sense, we 
may term our resident physician a “balance wheel” in 
this present relationship and so add another name and 
quality to a fast-growing list which ends in near- 
perfection. 

Relation to Visiting Staff 

The relationship of the resident physician to the 
visiting staff is one of the most important of all. It is 
here that supreme tact and diplomacy is required, for 
the shoals are close at hand and the rip tide comes in 
with unconquerable force at times and steering is dif- 
ficult if the harbor is to be reached. The visiting physi- 
cian and the resident physician should complement 
each other in all activities and there should be an un- 
qualified understanding and trust between them. Mis- 
understandings, suspicion, envy, rancor have no place 
in this relationship. The resident physician is the rep- 
resentative of the visiting staff in all contacts of visit- 
ing staff and resident staff and as such he owes his 
entire allegiance to the former. In turn, he must re- 
ceive the undivided support of the visiting staff in all 
of his executive acts as related to the resident staff. 
Without this recognition and support his position 
would become intolerable, weakened and valueless as 
regards hospital management. 

The physician who has learned to value his “resi- 
dent,” to use him in the proper sense of the term, ren- 
ders his own path of practice much easier. This state- 
ment makes it appear as though the benefit is entirely 
one-sided, but from the nature of the relationship it is 
necessarily reciprocal and both are thereby benefited. 

Through this relationship much may be done in 
maintaining standards by mild and tactful suggestions 
on the part of the resident physician. Carelessness in 
technique and records, failure to utilize laboratory and 
X-ray facilities for diagnosis in cases that would be 
obviously benefited by such procedures, may all be 
corrected by properly directed suggestions. New diag- 
nostic procedures unfamiliar to the much-harassed 
physician may be presented to him in such a way that 
no offense can be taken. 
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These activities on the part of the resident physician, 
I consider not only important from the standpoint of 
the maintenance of standards, but also from the stand- 
point of duty to the patient who is entitled to the best 
diagnostic procedures offered by the hospital. If mod- 
ern medical science has any meaning at all, if hospital 
standards are more than a mere term, then patients 
treated in our modern hospitals should have the benefit 
of the newest advances in science and should share the 
results of improved and elevated hospital standards. 


Relation to Resident Staff 

The last relationship to be considered and perhaps 
the most important is that of the resident physician 
to his resident staff. It is in this relationship that we 
find the crux of the entire subject of the maintenance 
of hospital standards, for somewhere, included in the 
functions of his staff lies the most important matter 
of hospital records, the “backbone” of the entire sys- 
tem of standardization. An adequate history upon 
which sufficient time and thought have been spent is 
the sine qua non of good medical practice. All the di- 
agnostic aids of chemistry, biology, and X-ray may 
be futile where the facts of diagnosis lie hidden in the 
heart of a complete history. “Good histories make 
satisfactory diagnoses,” should be the by-word of all 
medical training. All histories, where feasible, should 
be directly supervised by the resident physician. If this 
work is delegated to a senior intern it should be 
checked at intervals. Carelessness in the matter of his- 
tory-taking is inexcusable. 

Other components of the record, the physical exam- 
ination, the laboratory data, the X-ray reports, reports 
of special examinations, surgical reports, consultation 
reports and progress notes should all be carefully su- 
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pervised, so that the record is a complete clinical pic- 
ture of the patient from entrance to dismissal from the 
hospital. Care exercised in this matter of records makes 
for greater exactness in all fields of hospital activity. 
Inadequate, poorly kept records mark the hospital as 
failing in one of the fundamental activities concerned 
with hospital progress and one concerned with main- 
tenance of high standards. 


Instructing the Resident Staff 


Another function of the resident physician is the 
instruction of his resident staff. He can best do this by 
recalling his own days of juniorship, for with this 
recall will come a feeling of deep and kindly sympathy 
and understanding, a sense of fairness, a desire to assist 
in the continuity of medical education. The resident 
staff will develop, as a result of this attitude, a feeling 
of respect, and appreciation of the resident physician’s 
problems, and a desire to contribute something to the 
success of the hospital. 

The resident physician by example can imbue his 
juniors with a sense of the importance of hospital 
standards; he can make these standards seem alive, 
vital, necessary, and so encourage his staff to carry on 
with procedures which in the end can only reflect 
glory on themselves — procedures which add to the 
security of the patient and give assurance that nothing 
is lacking to make the hospital a desirable place for 
one who is ill. In his hands lies the key to the entire 
subject of maintenance of hospital standards and by 
the exercise of those qualities which are the essence of 
sound character, he can bring about the realization of 
the ideal which has been striven for by the pioneers in 
the movement for hospital standardization. 


Calcium Studies in Therapeutic Diets 
Sister M. Hilary, C. S. C., B. S. 


and town dwellers, is more often deficient in cal- 

cium than in any other element.* About 1.5 per 
cent of the body is calcium—the metal making up a 
greater proportion of the body weight than any other. 
About 99 per cent of the calcium in the body is found 
in bone. Calcium also is necessary to the clotting of 
blood, is essential to the normal action of the heart 
muscle and the other muscles of the body, and “is 
capable of correcting the disturbances of the inorganic 
equilibrium in the animal body.” (1)** 

All of these processes must go on in the diabetic, the 
nephritic, the anemic, the obese, and the ulcer patient, 
as. well as in the normal person. It may be seen then 
that the diets for these patients must be adequate in 
calcium. 


*Presented before the Section on Dietary Service at the Eighteenth Annual 
Convention of the C. H. A. of the U. S. and Canada, St. Louis University, 


St. Louis, Mo., June 12—16, 1933. 
**Figures in parantheses refer to the bibliography at the end of this article. 


|: IS said that the American diet, especially of city 


The metabolism of calcium is constantly taking 
place within the body, resulting in elimination of this 
element. If equilibrium is to be maintained, an equal 
amount of the element must be supplied daily. After a 
series of 97 experiments Sherman has found that .45 
gram of calcium daily would maintain equilibrium for 
a man of seventy kilograms. Allowing 50 per cent as a 
margin for safety, he arrived at .68 gram of calcium as 
the standard (1). 

The General Diet 

If all therapeutic diets are merely modifications of 
the normal diet, let us first consider this diet, known 
in the hospital as the general house diet or full house 
diet. The foundation diet upon which our general house 
diet is built was found by Smith and Biltz (2) to con- 
tain .87 gram of calcium. This foundation diet included 
one pint of milk, one egg, one serving of lean meat, two 
servings of vegetables (tomato and cabbage being 
selected), one orange, one serving of canned fruit 
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(peach being selected), one large potato, three thin 
slices of bread, and one serving of oatmeal. The pint 
of milk alone supplies .60 gram of calcium. By adding 
.03 gram for the egg, .04 gram for the orange, and .01 
gram for the bread, the daily calcium standard of .68 
gram is supplied. 

A survey of our general house diets shows that these 
four foods are included daily. The pint of milk may 
not always be served as such. By replacing 200 grams 
of milk with 100 grams of breakfast cream and a serv- 
ing of dessert, such as custard or cornstarch puddings, 
the calcium will not be lowered (3). A part even of the 
remaining 300 grams of milk might be used in making 
cream soups or sauces. Thus, with serving each day one 
glass of milk, one-half glass of cream and using milk 
in the various ways and also serving an egg, an orange 
and three thin slices of bread, the daily calcium re- 
quirement is met. Considering the number of general 
diets served, it is important to study its adequacy in 
each food essential. For many of our patients this is 
their opportunity of learning the normal diet, for 
future use. 

Therapeutic Diets 

Are these four foods included in the therapeutic 
diets ? In practically all diabetic diets the egg, orange, 
and three thin slices of bread are included, but the 
pint of milk is not always to be found. In the high 
carbohydrate diets of Sansum (4), a pint of milk may 
be given and there will still be left 150 grams or more 
of carbohydrate, this amount to be supplied by fruits, 
vegetables, cereal, and bread. Giving a pint of milk in 
this type of diabetic diet is an economical way of 
supplying part of the carbohydrate. 

In the lower carbohydrate diets (containing about 
100 grams of carbohydrate), it is not possible to give 
a pint of milk and still give the amount of fruit and 
vegetables that would satisfy the patient. Also the pint 
of milk would not furnish a large enough share of the 
calories. These lower carbohydrate diets generally con- 
tain about 150 grams of fat, part of which is supplied 
by cream, 200 grams of milk being replaced by 100 
grams of cream. In doing this .06 gram calcium is lost. 
One 20-gram serving of cheese (cheddar) will replace 
this loss and also supply the calcium equivalent of 100 
grams of milk. A diabetic diet containing about 50 
grams of protein would allow for this serving of cheese 
and also for the protein derived from one egg, one 
serving of meat, one glass of milk, and one glass of 
cream. Thus in these lower carbohydrate diets, the 
calcium equivalent of one pint of milk is supplied by 
one glass of milk, one glass of cream, and a 20-gram 
serving of cheese. 

The Nephritic Diet 

The calcium content of nephritic diets has been 
shown in a study made by the American Dietetic 
Association (5) to be dependent on the protein allow- 
ance. It was stated: “Diets with less than 40 grams of 
protein cannot supply an adequate mineral content. 
Diets containing 40 to 50 grams of protein can be 
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planned to contain adequate calcium... .” Just as in 
the normal diet, 100 grams of cream and a dessert, 
such as custard or cornstarch puddings, may replace 
200 grams of milk. One hundred grams of milk may 
be served as cream soup. Cream soups are found on 
nephritic menus, as soups made from meat stock are 
prohibited. For supper one glass of milk takes care of 
the remaining 200 grams of the 1-pint foundation. 
These foods, with one egg, furnish a little over half 
the protein in a 40-gram protein diet. The fruits, 
vegetables, bread, and cereals furnish the other half. 
If milk, then, furnishes a considerable part of the pro- 
tein, a 40-gram protein diet will be adequate in cal- 
cium. A serving of meat could not be substituted for 
the glass of milk and egg on this 40-gram-protein diet 
without greatly lowering the calcium content. If de- 
sired for its iron content, meat may be added to the 
above proteins in planning a 50-gram-protein diet. 
Thus, to supply adequate calcium, careful selection is 
necessary in planning a nepliritic diet, especially one 
low in protein. If fluid and salt are restricted, more 
planning is necessary. Cream soup without salt would 
not be well taken, and cheese, a dry food and one high 
in calcium, cannot be obtained without salt. Most 
custard puddings, and the fruits and vegetables high 
in calcium, such as cauliflower and figs, would have to 
be included in the diet. 
The Anemia Diet 

At the foot of the list of blood builders is milk. Yet, 
McLester (4) says, “In spite of its lack of blood- 
building properties, milk is still a good food for the 
anemic patient and should be taken in moderate 
amounts.” In secondary anemia, emphasis is placed 
upon foods with a high iron content, and thus milk is 
likely to be excluded from these diets. A pint of milk 
contains only one milligram of iron or one twenty- 
fifth of the amount required daily for secondary 
anemia patients. However, the milk might be included 
in these diets for its calcium, as calcium spares iron 
(1). It has been shown that with an abundant intake 
of calcium, iron equilibrium can be maintained on an 
appreciably smaller supply. To these patients milk 
might be served in an eggnog and in cocoa. The egg 
would make the iron content a little higher and the 
cocoa would furnish copper. Hart, Steenbock, and 
associates (4) found that for the best utilization of 
iron in building hemoglobin, traces of copper are nec- 
essary. 

In pernicious anemia emphasis is placed upon liver 
and muscle meats, and thus milk is likely to be ex- 
cluded from these diets. High vitamin is also one of 
the characteristics of this diet. With the exception of 
vitamin C, which is supplied by the orange, milk is a 
good source of vitamins. Pernicious-anemia patients 
generally have considerable gastric disturbance, and 
must take easily digested foods. Often only liquids 
can be tolerated. The use of milk for part of the large 
amount of fruit and vegetables required will furnish 
the vitamins and minerals in an easily digested form. 
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Thus, the serving of one pint of milk daily may be 
made of value in any type of anemia. 


The Reduction Diet 

In considering the reduction diet, a 1200-calorie diet 
is selected. A study, conducted by the American 
Dietetic Association (6), found that the average re- 
duction diet contained about 1200 calories and that the 
protein allowance was one gram per kilogram. The diet 
could include an orange, which is one of the 10-per- 
cent fruits allowed on a reduction diet. Three thin 
slices of bread may also be served. (If whole-wheat 
bread is used the calcium is even increased.) The egg 
and one pint of milk furnish part of the liberal protein 
allowance. Skimmed milk may be used in place of the 
whole milk without any loss in calcium. If buttermilk 
is used 600 grams or three glasses are needed to supply 
the .60 grams of calcium in one pint of milk. The re- 
duction diet requires very little planning, in order to 
be adequate in calcium. 

The Ulcer Diet 

Because of the large amount of milk in an ulcer diet 
there is an abundant supply of calcium. Most of these 
diets include a quart of milk daily, besides the milk 
used in making cream soups, cream sauces, and 
desserts. 


HOSPITAL PROGRESS 


October, 1933 


It is seen then that the more common therapeutic 
diets do contain these four foods. In some diets there 
are substitutions for the pint of milk, while in others 
the milk can be served as a beverage with great benefit 
to the patient. More than .68 gram of calcium is 
actually received depending upon the fruits, vegeta- 
bles, and other foods which complete these diets. This 
discussion does not apply to children’s diets. Their 
calcium requirement is higher—about 1 gram. Since 
children do not assimilate the calcium from fruits and 
vegetables as adults do, one quart of milk daily is the 
best means of supplying adequate calcium for them. 
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The Drinker Respirator as a Means of 
Artificial Respiration 
Franklin T. O'Connell, M. D. 


tion has occupied a prominent and often dra- 

matic place in the news of the day.* Witness 
only the publicity attendant upon the recovery of a 
person supposedly drowned, who has been restored by 
means of artificial respiration, and we can appreciate 
the interest attaching to this subject. 

Earlier methods were mostly of the manual type. 
With the coming of the “machine age” it was only 
logical to expect the development of such mechanical 
aids as the pulmotor and the Drinker respirator. 

The Drinker respirator, with which this article is 
concerned, is constructed in two sizes, one for adults 
and larger children, and another for infants. The adult 
apparatus consists essentially of an air-tight chamber 
in which by means of a suction pump, the pressure is 
made alternately negative and atmospheric. The 
patient’s body is placed within this chamber with only 
the head protruding, a rubber collar fitting snugly 
about the neck. 

Function of Respirator 

During the phase of negative pressure within the 

chamber, air rushes in through the mouth and nose of 


, LL through the past half century artificial respira- 


*Presented before the Section on Laboratory and X-Ray Service at the 
Eighteenth Annual Convention of the C. H. A. of the U. S. and Canada, 
St. Louis University, St. Louis, Mo., June 12-16, 1933. 


the patient and expands the lungs. This air is forced 
out of the lungs when the pressure in the compartment 
again returns to normal. Then the cycle begins once 
more and the process is repeated as long as desired at 
a regular rate of speed. The rate is controllable and 
may be varied according to indications. Mucus or other 
material can be cleared from the upper respiratory 
passages by a suction attachment provided for that 


‘ purpose. Observation of the patient’s body is made 


through large glass portholes, and the compartment is 
heated and lighted by electric light bulbs. If oxygen or 
carbon dioxide and oxygen are required they may be 
given by means of a hood or nasal catheter while the 
patient is in the respirator. 

As pointed out by the originators of the apparatus, 
the Drinker respirator is not intended to replace 
manual methods of artificial respiration in fieldwork. 
The bulk and weight of the machine preclude its use 
in such emergencies. But in hospital practice it has 
decided and distinct advantages in the treatment of 
respiratory failure, where prolonged and continuous 
artificial respiration is required. Among such cases of 
respiratory failure the most common ones are those 
which follow carbon-monoxide poisoning, submersion, 
severe electrical shock, and anterior poliomyelitis. 











October, 1933 


Treatment of Various Cases 


In cases of carbon-monoxide poisoning we feel that 
the respirator should be used as an adjunct to the 
newer treatment of methylene-blue solution by intra- 
venous route. Oxygen may also be given while the 
patient is in the respirator. 

Victims of submersion should, of course, receive 
first-aid treatment aimed at emptying the lungs of 
fluid. The manual method of artificial respiration 
should also be employed until the patient can be trans- 
ferred to the respirator in which prolonged respiratory 
issistance may be continued. 

Persons receiving accidental charges of high electri- 
cal voltage should be given field treatment for respir- 
atory paralysis together with those stimulants that 
may be necessary. Then if the heart is functioning and 
prolonged artificial respiration is the only requisite, 
the respirator is the instrument of choice. 

In cases of anterior poliomyelitis, where respiratory 
paralysis is due to affection of the nerves supplying 
the intercostal muscles and diaphragm, or to affection 
of the medullary center, the use of the respirator must 
be started early and treatment must be prolonged. The 
newspapers have kept the public informed of the pro- 
gress of several such cases when patients remained in 
the respirator for weeks at a time with eventual re- 
covery. Such accounts are often theatrical in charac- 
ter; but the fact remains that the prolonged main- 
tenance of artificial respiration deserves all the credit 
it may thus receive. And the resultant publicity does 
the institution no harm. 


Other Uses of Respirator 


Besides these commoner cases, there are many other 
instances in which the use of the respirator has proved 
equally satisfactory. For example, just a few weeks 
ago there was brought into our hospital a five-year-old 
epileptic. This boy developed total apnea, following a 
severe convulsion. Artificial respiration by manual 
method succeeded in producing one or two feeble re- 
spiratory movements to be followed by total cessation 
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of breathing. He was placed in the respirator and re- 
quired twelve hours of this mechanical assistance be- 
fore normal respiration could be reéstablished and con- 
tinue unaided. 

Where respiratory failure is the sole threat to the 
patient’s life, then prolonged artificial respiration can 
best be supplied by the Drinker respirator. The force 
it employs is gentle; it is applied evenly to the entire 
thorax, and it does not produce injury to the respir- 
atory tract or to the abdominal viscera. 

In our hospital, the infant model respirator has been 
used more frequently and has given even greater satis- 
faction than the adult type. Resuscitation of the new- 
born is of frequent necessity in every obstetrical de- 
partment. In cases of atelectasis or asphyxia livida, 
when the infant is breathless and cyanotic, but with 
the heart functioning satisfactorily, we have discarded 
the older methods of resuscitation and employ the 
respirator. 

This infant respirator is a miniature of the adult 
type and has proved a safe and efficient means of 
maintaining respiration until the natural mechanism 
is established. Use of this apparatus eliminates the 
danger of injuring the viscera of the infant and also 
the danger of respiratory infection attendant upon 
mouth to mouth insufflation. 

There is the further advantage, too, that treatment 
can be maintained for hours with no strain on the in- 
fant and with no special skill on the part of the oper- 
ator. The interior of the compartment may be kept 
warm enough to supply the heat requirements of the 
premature. On the whole, the experience in our hos- 
pital with the respirator has been satisfactory. 

Whatever disappointments have occurred in the final 
outcome of patients treated in this apparatus have 
been due to the fact that some other system has been 
involved in addition to the respiratory system. If, for 
example, besides a respiratory paralysis, there be a 
cardiac defect of fatal proportion, the respirator ob- 
viously cannot correct this. But when simple main- 
tenance of respiration is the problem the respirator 
adequately fulfills its purpose. 


High-School Credentials 
Sister M. Lidwina, R. S. M., R. N., B. S. 


most likely be laughing at the “credit craze” 

that swept through our universities in the early 
part of the twentieth century. In fact, we do not have 
to anticipate so long a wait. There are those in our 
midst right now who will be willing any day to change 
their groans to laughter whenever the standardizing 
agencies have a turn of heart.* 


\ HUNDRED years from now our successors will 


*Presented before the Institute on Nursing Education conducted by the 
Council on Nursing Education and Advisory Committee of the Catholic Hospi- 
tal Association of the United States and Canada; held in conjunction with 
the Association’s Eighteenth Annual Convention, St. Louis, Mo., June 10- 
16, 1933. 


Meanwhile, however, the problem is before us and 
the struggle goes on. The members of our assembly 
here, I think, represent just so many aspects in the 
development of our system of evaluating, equivalat- 
ing, and making up of credits in our requirements for 
admission into our training schools. Some of you will 
probably consider this discussion a waste of time, since 
you feel that your problem is handled satisfactorily 
when you insist on your applicant’s fifteen credits and 
receive just that, from every girl who enters your 
school. Those of us whose students come from highly 
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standardized city schools have fewer difficulties than 
those whose girls had had limited facilities in their 
preparatory schools. Science, for instance, is often 
slighted in schools with limited laboratory equipment. 
But even from our best high schools we have appli- 
cants whose credits have no satisfactory sequence. 
How do we evaluate the credits we require? How 
do we balance the equivalents which we accept ? What 
methods do we use to assist students to make up 
credits? My paper attempts to answer these questions. 


Standard of Evaluation 

The ideal behind our standard of evaluation is two- 
fold: (1) the best interest of the student nurse herself ; 
(2) the identification of the nursing-school require- 
ments and those of the university, and, like the love 
of God and our neighbor, these two are one. 

We are all familiar with the fifteen credits required 
for admission. Each of these credit units represents a 
full year’s study of a subject, i.e., of a subject pursued 
over a period of 40 weeks with five class periods a 
week each 45 minutes in length. Besides these ac- 
cumulated hours, however, there must be the neces- 
sary sequence, and the sequence is all too often a 
muddle. This confusion, you will say, is traceable to 
the high-school registrars. What is this to us? The 
preparatory schools should have these things in perfect 
control by this time. This standardization has been 
going on long enough. So say we all. But how many 
of us have included in our catalog the entrance require- 
ments necessary to meet demands of both nursing 
school and university? Do we specify the required 
sequence for entrance into our schools with the exact- 
ness which is required by our colleges from an appli- 
cant, for a B.A. degree? 


Educational Requirements 

Our educational requirements usually read as 
follows: “The applicant must present evidence that 
she has completed in an approved or accredited sec- 
ondary school a full four-year curriculum covering at 
least fifteen units of acceptable credits. She shall pre- 
sent, with the transcript of her secondary credits, a 
statement from the principal of the school from which 
she graduated that her scholastic attainment has been 
such that she was rated in the upper half of her class 
and that she is recommended for entrance to the school 
of nursing.” 

Perhaps just now as we talk this over theoretically, 
such requirements seem perfectly satisfactory. But 
what are the facts? (As Mr. Smith would say!) What 
is our actual experience? Girls come to us with the 
fifteen credit units demanded in our catalog, but some 
have no chemistry, some have too much English — 
credits, of course, with not enough English grammar! 
—others bring one mathematics unit and that is fre- 
quently a credit in arithmetic from a commercial 
course. 

Obviously, it is for us to predetermine what our 
preparatory equipment should be, and our aspirants 
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must comply with our demands. An eminent states- 
man, addressing the Association of American Universi- 
ties, once said: “Find out what you want your student 
to be, and then the ways of attainment work them- 
selves out.” Most educators believe that when we have 
expressed our objectives we can find ways to measure 
attainment. 
Entrance Requirements 
Various bureaus of nursing education seem to be the 
first to achieve this identification of entrance require- 
ments for both university and nursing school. The 
Bulletin of the Bureau of Nursing Education of the 
University of Wisconsin, for instance, carries what 
appears to be a typical and perhaps suggestive eval- 
uated course. 
Subjects 

English 

Algebra 

Plane Geometry 

History, American or Modern 

Science 

Citizenship, or General Science 
Two units in science must be chemistry and biology ; 
the other units may be physics, botany, or any other 
science. The recommended electives are physical edu- 
cation, Latin, modern languages, public speaking, eco- 
nomics, social science, civics. If languages are taken, 
two units must be secured in each language. Not more 
than four of the required units will be accepted in any 
one subject. 

The above courses offer the best preparation for 

those entering schools of nursing and at the same time 
meet the college requirements. 


Cultural Subjects 

The cultural subjects should inspire the student with 
a love of fine ideals and give her possibilities of self- 
development. The scientific studies should help her to 
recognize later on in her technical training the rela- 
tion of these matters to life as she will meet it and 
come to see through her profession all the deeper and 
wider relations which are sustained by the great liv- 
ing universe. She needs all these broadening, remold- 
ing resources which shall give her such an outlook 
on life, such adjustments to humanity that she will 
be prepared to meet on equal footing those whom she 
may later be called to meet, and thus compel recogni- 
tion as a skilled member of her worthy profession. 

Now, all of us recognize this as the ideal pretrain- 
ing course, and it is not unreasonable to hope that 
before very long it can be carried out successfully. But, 
meanwhile, how shall we balance these credit units 
when some essentials are lacking and noncredentials 
are abundantly on hand? Is it possible to substitute 
equivalents for some of the required units? Since a 
profession cannot rise above the character of those 
who practice it, it is certain that the real foundation 
of all of our work lies in the general education and 
character of our students and no superstructure we 
may rear will stand unless that foundation is sound. 
We must work steadily to lift our requirements for 
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entrance, and we should not rest on anything less than 
the amount of mental training gained in a secondary 
school. 

What can be safely regarded as substitutes or 
equivalents of some of these required courses? Busi- 
ness training and ability can sometimes stand in good 
tead for certain mathematics courses, we think. Such 
raining can give the student the sense of accuracy 
which we expect her to get from geometry. In other 
words, it is the accuracy we want her to have, and, if 
acking a geometry credit, she shows on examination 
that she possesses this sense of accuracy we should be 
satisfied. Travel over the right time and places may be 
the equivalent culturally to a history or an English 
‘redit. The test should be the student’s ability to meet 
satisfactorily some adequate standardized examination. 


Balancing Credit Units 

Finally, we must consider the aspirant whose credit 
units simply will not balance and whose entrance 
into our school depends absolutely on her ability to 
make up the subjects missing in her sequence. “Can’t 
I make up these credits during training?” This is the 
question the innocent uninitiated often ask. No, the 
preliminary work must be preliminary. If a girl applies 
early enough she may be ready for the fall classes. 
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Some few can manage with private tutoring checked 
by an accredited high school. If the girl is in great 
earnest she may even be willing to spend an entire 
year at high school in postgraduate work getting 
“straightened out.” Last fall a confused young woman 
applied at our school. Her fifteen credits were 
assembled from almost that many schools; hence, 
her sequence was hopelessly muddled. We sent her 
to one of our night schools where she has spent this 
year adjusting a balance. Next fall she will enroll in 
our school, and we are confident she will be a good 
nurse. Such preliminary perseverance is a good omen. 

Our conclusion,e then, is very definite. The ideal 
arrangement is to have the young nurse aspirant deter- 
mine her course on her entrance into high school, where 
she will be guided by our requirements specified in 
our catalog. Many a splendid young woman, however, 
makes her decision after her graduation. In that case, 
either her credits can be supplied by equivalents on 
hand or they must be made up somewhere, sometime, 
before her admission to our schools. It will be most 
interesting to hear what you are doing in these matters, 
and to see what steps we can take together to formulate 
a list of entrance requirements satisfactory at once to 
the nursing school and to the university. 


Medical Record System 
Edward T. Thompson, M. D. 


stitutions for a good many years, but it was 

only with the adoption of the program of stand- 
ardization of hospitals by the American College of Sur- 
geons that general interest in them was manifested.* 
Problems of filing, of storage, of evaluation of contents 
arose, but efficient solutions were quickly determined. 
Today we have set routines and regulations for storage 
and filing of clinical records, but the problem of classi- 
fication of the records has been most difficult to solve. 
While many methods and schemes of classification of 
diseases are in use in hospitals and clinics today, most 
hospital authorities are aware of the inadequacies of 
their present systems. The importance of this phase of 
hospital administration is recognized by these hospital 
executives and by members of the medical profession 
as well. In fact, this latter group stimulated much of 
the interest evidenced today in proper standardization, 
accuracy, and classification of disease. This is justly so 
because we are dealing with a part of the armamen- 
tarium of the physician and the solution of problems 
in connection therewith must meet with approval of 
the medical profession to assure success. 


(CU sittin records have been kept by certain in- 





*Presented before the Section on Medical Records of the Eighteenth Annual 
Convention of the Catholic Hospital Association of the United States and 
Canada held at St. Louis University, St. Louis, Mo., June 12-16, 1933. 





A Standard Classification 

The New York Academy of Medicine, in 1928, re- 
quested several other organizations to join it in the 
preparation of a standard classification of diseases. 
Dr. H. B. Logie was appointed to direct the study. 
This was a prodigious task, but today we have a stand- 
ard classification of diseases, with many advantages 
over former systems and few of their disadvantages. 
The system merits the approval of the hospital field. 
During its preparation, the various sections were sub- 
mitted to national profession organizations for study ; 
e.g., the section on urology was submitted to the 
American Association of Urologists. In this way, ap- 
proval was obtained from the medical profession step 
by step. Tentative copies were distributed to hospitals 
for study, later to be returned with criticisms and sug- 
gestions for incorporation in the final classification 
set-up. 

It is the consensus of opinion of the majority of 
hospitals that this classification has every advantage. 
First of all, it contains every clinically recognized dis- 
ease, thus enabling the record librarian intelligently 
and accurately to classify and have at her finger tips 
any desired information. 

The system consists of ten divisions as follows: 
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Diseases of the integumentary system, diseases of the 
musculoskeletal system, diseases of the respiratory 
system ; diseases of the cardiovascular system, diseases 
of the hemic and lymphatic systems, diseases of the 
digestive system, diseases of the urogenital system; 
diseases of the endocrine system; diseases of the ner- 
vous system; and diseases of the organs of special 
sense. These divisions may be subdivided as the dis- 
eases are reported and may be filed according to their 
anatomical site and their etiology. For example, the 
diagnosis of encephalitis could not be accepted by the 
librarian. The type of encephalitis must be recorded 
on the chart. The librarian immediately refers to her 
guide and finds the diagnosis to be filed under the main 
division: diseases of the nervous system ; subdivision ; 
diseases of the brain; due to infection. 

The latter half of the book outlining the Standard 
Nomenclature is devoted to an alphabetical index of 
all the known diseases — reference to the disease is to 
the page of the Nomenclature on which the disease is 
to be found classified. The alphabetical index greatly 
adds to the classification as a reference. 


Scientific-Study Advantage 
Another advantage in using the new classification is 
noted particularly in diagnosing charts of deceased 
patients. For many years deaths have been classified 
according to a list known as the International List of 
Causes of Deaths. In many systems of classifications 


of diseases, the causes of death according to this In- 
ternational Listing were not included, or were at vari- 
ance with the systems. The new standard while not 
listing deaths as a separate section includes the causes 
according to the International List. Some classifica- 
tions contain only two cards for one disease, these 
cards showing only the classifications acute and 
chronic. If a patient dies of encephalitis to be certain 
in recording the cause of death the Board of Health 
must know the type of encephalitis, consequently, a 
new card is made out, and filed in the classification 
file, although the condition is not listed in the Nomen- 
clature, which the librarian is using. If this should 
happen frequently, as it does, the card file contains 
numerous cards with no corresponding disease listed. 
If the physician’s diagnosis conforms solely to the 
Nomenclature now in use, I think we would be safe in 
saying that 40 per cent of our charts contain improper 
diagnoses. If he does not conform to the Nomenclature 
the librarian is oftentimes at a loss to know exactly 
where the disease is to be filed. Regardless of her 
ability she is likely to misfile the card. Mistakes of this 
nature may continue for months before being noticed. 
In the meantime a physician may ask for this certain 
disease and the reply would be “We have no such con- 
dition listed” when the condition would really be listed 
and the card misfiled. By using the Standard Classifi- 
cation this type of error would be completely elimi- 
nated since, as I have said before, every clinically 
recognized disease is listed. 
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Simplicity of the System 

The adoption of the classification is very simple. 
It need not be a burden to the librarian. She should not 
endeavor to bring her old file into the new classifica- 
tion in the very beginning. Let it stand as it is. Start 
a new index, which at first need contain only the ten 
main divisions, adding thereto as the needs are mani- 
fested. By so doing, only a few new cards need be pre- 
pared each day. After the system has been set up, the 
charts filed under the old system may be reclassified if 
deemed worth while by the professional staff and ad- 
ministration. 

The installation of the new classification should not 
increase the cost of operation to the record room but 
in my opinion, the cost of operation will be less be- 
cause there will be less time wasted in searching 
through the classification for records, filed under the 
other system, in several places. 


Alphabetical or Code Index 

The alphabetical index allows a ready reference. 
This facilitates classification. In view of the large size 
of the system it seems that the use of visible index 
equipment would save considerable time and effort. 
While this phase is not within the scope of this paper, 
it is mentioned, so that any one contemplating the 
adoption of the Standard Classification may not over- 
look some of the other means for an efficient record 
system. 

The new system may be used by alphabetical 
arrangement or by code. The code set-up is adopted 
to facilitate mechanical classification by such machines 
as are manufactured by the American Tabulating 
Machine Company, the Holareth system, etc. In very 
large institutions classification by machine may prove 
of value but, generally speaking, is not of advantage 
to smaller institutions. 

To insure accuracy it is advisable that the hospital 
have a very active record and intern committees. These 
committees should work together with the record 
librarian. The physician diagnosing must be taught to 
conform to the Nomenclature, as by so doing he is 
compelled to give an accurate diagnosis and statistics 
will be 100-per-cent correct when compiled by the 
record librarian. The diagnosing physician must also 
remember, providing more than one diagnosis is neces- 
sary, to place the primary diagnosis first on the chart. 
Cards may be inserted for secondary diagnosis regard- 
less of the type of file used. The value of the classifi- 
cation file will largely depend upon the codperation of 
the hospital staff. Unless their coéperation is obtained, 
accuracy of classification and filing is impossible. 

Finally, in order to successfully adopt the classifica- 
tion, the record librarian must, first of all, thoroughly 
consult her superintendent and committees whenever 
necessary. If these principles are carried out the adop- 
tion of the Standard Classification is very simple. 








The Instructional and the Administrative Staff 


Sister Olive, R. N., B. S. 


staff of the nursing school, though closely allied, 

have, nevertheless, distinctly different functions 
and for that reason will be discussed separately in this 
paper.* 

The instructional staff includes the faculty and all 
those who share in any way the teaching program. 
While the instructors in theory and practice carry the 
main teaching load, still the day and night supervisors, 
the head nurses, and in some instances the graduate 
general duty nurses have definite teaching responsi- 
bilities, as also have the interns, the dietitians, the 
X-ray technicians, the pharmacists, the pathologists, 
and finally the members of the medical staff who pro- 
vide the lecture courses. However, the most important, 
and probably the most impressive, instruction is that 
which the student nurse receives on duty under the 
direction of the floor supervisor and the head nurse. 
The Grading Committee reports that the student gets 
more valuable experience while on night duty than 
elsewhere. The night supervisor, therefore, has a great 
teaching responsibility and occupies an important posi- 
tion on the instructional staff. 


Ts instructional staff and the administrative 


Correlation of Classroom and Ward 


Since ward and bedside teaching play an important 
part in the education of the student, the heads of the 
various departments and the instructors in theory and 
in practice must together formulate a teaching pro- 
gram which allows for bedside clinics, ward confer- 
ences, case studies, excursions, postmortems, and other 
demonstrations which will help to round out the class- 
room teaching. Correlation between classroom teach- 
ing and ward practice should be employed whenever 
possible. This is ideal teaching, and frequent confer- 
ences should aid much in bringing it about. 

In most hospitals the authorities insist upon a spe- 
cial course for the anesthetists in order to eliminate 
every element of risk to the patient and to the institu- 
tion as well. But in the case of a supervisor, head 
nurse, or other executive, the need, equally urgent, for 
a similar preparation is not as yet fully realized, and 
because this special preparation is not made a pre- 
requisite, the graduate nurse may fail to equip herself 
with the knowledge necessary to do adequate teaching 
and to become an efficient supervisor. 

The frequent changing of the instructors, since it 
often retards the progress of the students, presents 
another problem. I quote from the Report of the Grad- 
ing Committee: 

*Presented before the Institute on Nursing Education conducted by the 
Council on Nursing Education and Advisory Committee of the Catholic Hos- 
pital Association of the United States and Canada; held in conjunction with 
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Seventy-five per cent of the faculty members in schools of 
nursing have held their present position for less than three 
years. Half of them have held their present position for six- 
teen months or less. 

It is advantageous to students to have accustomed 


themselves to the instructors and to their methods, and 
instructors likewise are more helpful when acquainted 
with the habits as well as the intellectual capacity of 
each student. 
Preparing Instructors 

The need for improving nursing practice is great, 
and much can be accomplished in this direction 
through better-prepared instructors. The instructor in 
the nursing arts should have had special preparation in 
nursing practice, together with a working knowledge 
of teaching principles and other supporting subjects. 
The Grading Committee, while stressing the necessity 
of special preparation beyond the qualifications re- 
quired of every registered nurse, reports that 21 per 
cent of the instructors have had their nursing diplomas 
for less than there years; and of this same group 13 
per cent have had theirs for less than two years. 
Lamentable as this situation may appear, yet this in- 
structor group was found to be the best prepared of 
all the faculty groups studied. Even in this group 12 
per cent have never finished high school, and 49 per 
cent have never finished even one year of college. The 
report also shows that 42 per cent of the faculties of 
nursing schools have never finished high school. A 
considerable number have never gone beyond the 
eighth grade or first year of high school. This report 
presents a situation of serious educational significance. 
When compared with the minimum qualifications de- 
manded of high-school teachers, a bachelor’s degree, 
our requirements are definitely inadequate. 

Institutions that prepare nurse teachers have the 
same responsibility with regard to the selection of 
future teachers as have the directors of nursing schools 
in choosing student nurses. Only those who will assume 
the responsibilities of a teacher and who have the nec- 
essary qualifications should be encouraged to continue 
in the teaching profession. Dr. William C. Bagley, of 
Teachers College, Columbia University, mentions sev- 
eral outstanding qualifications which should be con- 
sidered the professional equipment of a teacher: first, 
a good “teaching personality”; second, equipment in 
scholarship as well as the capacity for and interest in 
the technique of teaching; finally, the importance of 
professional ideals and attitudes of the prospective 
teacher, linked with culture and a broad outlook. Miss 
Morris, also from Columbia, in a trait study shows 
that personality correlates more highly with success 
in practice teaching than does either intelligence or 
academic rating. 
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Selecting Students 


Just as the teachers’ colleges are feeling the need of 
a more discriminating selection of applicants to their 
institutions, so should the faculties preparing nurse 
instructors give greater consideration to the admission 
of students. The course in nurse-teachers’ training 
should present to all students a rich field of subject 
matter. It should include professional laboratory 
courses, observation of expert teaching, and finally, 
actual student teaching under guidance. The teacher 
must know clearly the teaching and the learning diffi- 
culties usually encountered in presenting material. She 
must be able to offer helpful suggestions, change the 
method of presentation if necessary, and help the 
student in organization. 

Requirements for Teachers 

The Committee on Education of the National 
League of Nursing Education suggests as requirements 
for teachers six months’ experience in general practice 
or in public health nursing, with a standing above 
average, potential capacity for teaching, and superior 
ability in those subjects or procedures which she wishes 
to impart to others. A supervisor should have had a 
minimum of one year’s successful experience as a head 
nurse, in addition to a major course for head nurses 
and an expert knowledge of at least one clinical branch, 
which she could teach. She should also give evidence of 
supervisory ability. So much for the instructional staff. 

The administrative group includes the hospital ad- 
ministrator, the director of the school, together with 
the hospital governing board and the training-school 
committee, where such are in operation. 

The hospital administrator has a tremendous re- 
sponsibility. Mr. Robert E. Neff, Administrator of the 
Iowa University Hospital, last month read at the 
Minnesota State Hospital Convention a paper entitled 
“Training and Growth of Hospital Executives,” in 
which he listed the following as the hospital’s contribu- 
tion to the vast scheme of codperative activity carried 
on by public-welfare workers. 

1. Service to the physically handicapped, both curative and 
preventive. 

2. Research facilities. 

3. Educational functions which provide laboratory facilities 
for the training of physicians, nurses, dietitians, and allied 


professions. 
From this we readily see what a complex institution 


the hospital is. It carries on medical, business, and 
community relationships. To produce adequate and 
efficient health service and to utilize the funds in an 
economical manner requires the direction of a skilled 
and well-trained administrator. In most hospitals the 
administrator is so completely occupied with hospital 
duties that he finds very little time to devote to the 
school problems. These duties are generally vested in 
the director of the nursing school, who should be a 
woman of experience and capacity, an administrator 
of the highest type, possessing leadership, initiative, 
and an educator’s point of view, She should be tactful, 
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prudent, resourceful; able to detect the genius as well 
as the dullard. She must have had experience in both 
theory and in practice. Hers is the responsibility of 
presenting before the committee or board the problems 
confronting the school. In most schools the selection 
of the applicants is left to her judgment. She must see 
that adequate and efficient nursing service and proper 
supervision of students is supplied, and extracurri- 
cular activities provided. She assigns the students to 
the various services and arranges their vacations. The 
keeping of student records is her responsibility. The 
disciplinary problems are hers to adjust, and she must 
know how to elicit coéperation from every department 
head in discovering the unfit. 


Affiliation Necessary 

The school must provide adequate instruction and 
laboratory experience, if not within the hospital, then 
through affiliation with the best school available. 
Many schools could improve their instruction if they 
took advantage of the affiliation courses offered. Six 
weeks in a hospital for contagious diseases, where she 
is taught medical asepsis, and another six weeks with 
the Visiting Nurse Association will do much to round 
out the student nurse’s experience. The difficulties in- 
volved, and the additional planning on the part of the 
director of the school, are nothing when compared with 
the satisfaction derived from the knowledge that the 
school is giving the student every opportunity to start 
on her career equipped with sound knowledge and 
adequate experience. 

In going over the many and varied duties of the 
director of the school of nursing, we note at once the 
intricacies involved and the need for special prepara- 
tion to deal with them satisfactorily. The director who 
has had no preparation will, perhaps, learn by the 
“trial and error” method, but she learns at the expense 
of the student and of the reputation of the school. 

The statistics on Administrative Personnel, com- 
piled by Reverend Alphonse M. Schwitalla, Presi- 
dent of the Catholic Hospital Association, and Mr. M. 
R. Kneifl, Secretary, published in the April, 1933, num- 
ber of Hosprrat Procress, present some interesting 
facts about the preparation of the directors of nursing 
schools of the 385 Catholic schools in the United 
States. Out of this number, 94 held collegiate degrees 
in addition to a professional certificate; 87 of these 
have a bachelor’s degree, and the remaining 7 have the 
master’s degree. 


Courses in Nursing Education 

A large number of educational institutions offer 
courses in nursing education. The Catholic University 
at Washington, D. C., in the summer session of 1932, 
offered such a course for the first time. The demand to 
continue the work was urgent, and it was carried on 
throughout the following academic year. At a meeting 
of the Board of Trustees held in April, 1933, it was 
decided to establish a permanent curriculum leading 
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to the bachelor of science degree. Teachers College at 
Columbia University claims the distinction of being 
the first to establish a course for graduate nurses wish- 
ing to prepare themselves for teaching and adminis- 
trative positions. Others soon followed, so that today 
we have a fairly representative number of universities 
and colleges prepared to give courses in Nursing Edu- 
cation. 
Hospital Superintendents 

Unfortunately such opportunities are not available 
for hospital administrators. There is probably no other 
professional group so poorly prepared as are the ad- 
ministrators of hospitals. Mr. Neff, in his paper, speaks 
of a study made by Michael M. Davis, in which he ob- 
tained biographical facts from 24 well-known hospital 
superintendents ; two thirds physicians ; the remainder, 
laymen. Half of their hospitals were connected with 
medical schools. The investigation revealed that nearly 
all of these 24 men entered a hospital career by a pro- 
cess of drift. In closing, Mr. Neff made the following 
observations : 

1. A recognition of the fact that untrained administrators 
are costly and that better-trained superintendents will mean 
greater economy and efficiency. 

2. The need for an organized course of training under the 
auspices of an educational institution of high standing. 

3. A recognition of the fact that a sound and fundamental 
training of hospital administrators under high standards will 
enhance the prestige of the hospital executive as a profes- 
sional individual. 

4. Hospital Governing Boards must be educated, in order 
to stimulate a favorable demand for trained administrators. 

5. An acknowledgment that any effort to establish a train- 
ing course should receive the consideration, assistance, and 
encouragement of the entire hospital field through a repre- 
sentative body. 

6. The need for a standardizing agency that will recognize 
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achievement on the part of the hospital administrators who 
have won distinction in the field. This agency also to require 
rather rigid qualifications on the part of hospital administra- 
tors in order to be in line for recognition. 

The nursing profession has the Board of Examiners 
of Nurses who function in the same capacity as do the 
standardizing agencies for colleges and universities. 
Heads of schools look to them for guidance, and, as 
far as possible, carry out their recommendations. It is 
rather disconcerting, then, to find such a large per- 
centage of them poorly prepared. Miss Phoebe M. 
Kandel, head of the department of nursing education, 
Colorado State Teachers’ College, preparatory to writ- 
ing a paper on Standardizing Agencies and State 
Boards of Nurse Examiners, to be read at the conven- 
tion held at San Antonio, Texas, in 1932, sent out 
questionnaires to the members of the boards of nurse 
examiners. The findings, as they relate to the educa- 
tional preparation of the entire group of 26 who re- 
sponded, including persons definitely appointed to in- 
spect or evaluate the schools, showed that of the 106 
members, 23 are high-school graduates; only 14 have 
had from one to three years of college, and 10 have 
had from four to five years of college; 9 have had in- 
struction in state supervision of nursing education. It 
is evident that the state boards of nurse examiners are 
not on a par with the standardizing agencies of colleges 
and universites. 

To conclude, emphasis should be placed upon the 
fact that not until we have the instructional and the 
administrative staff members better prepared and 
more thoroughly acquainted with their professional 
responsibilities, can we expect to have the codperation 
which is so essential to the efficient administration of 
our hospitals and our nursing schools. 


Sister Mary Camilla, R. N. 


It has been discussed ever since the time that 
hospitals and, especially, nursing schools were 
established. 

While pleading for more bedside teaching and super- 
vision, we do not mean to underestimate the value of 
theoretical and classroom instruction, as both the 
former and the latter are of equal importance and must 
go hand in hand in order to be beneficial. 

It is readily understood that the instructor of the 
school cannot be expected to carry on the bedside 
teaching and supervision alone, but must depend on 
the head nurse and other supervisors, who must be 
made to see how important is their work as teachers. 


Tie subject of this paper is not a new one.* 





*Read before the New England Conference of the Catholic Hospital Asso- 
ciation, August 30 to September 1, 1932, at Providence, R. I. 





Correlation of classroom and bedside teaching of 
the student is a problem of the greatest importance 
and one that needs timely consideration from every 
angle. Considering this subject we must keep in mind 
the teacher’s preparation for her duties, both her 
remote and her immediate preparation. Her remote 
preparation and her up-to-dateness, as shown by her, 
include her experience and reference reading. Her im- 
mediate preparation includes a study of the patients 
in the wards who are suffering from conditions for 
which the treatment is to be given. The method of 
presenting or of developing these facts and principles 
by skillful questions, class discussions, demonstrations, 
and recitations also forms part of the teacher’s class 
preparation. 
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Head Nurse’s Part 

The head nurse should be familiar in a general way 
with the courses given in the school and a knowledge 
of those courses which relate to the type of disease and 
the nursing care of the patient in the ward. She must 
be familiar with the lectures given by the physician, 
the theory taught by the instructor of the school, the 
technique of the clinical supervisor, and the methods 
to be used for correlation of theory and practice. The 
equipment for the demonstration and practice should 
also be prepared and arranged in the most convenient 
manner and order of use, so that both demonstration 
and practice may proceed in the most efficient way 
and in accordance with the standards of work set. 

Teaching in the ward is a large part of the clinical 
unit of teaching, and as the student nurse passes the 
greater part of her time on duty under supervision on 
the floors, it would seem that the supervisors and head 
nurses are partly responsible for the training of stu- 
dents. Because of their close contact with the stu- 
dents they have the best opportunity to become 
familiar with the abilities, as well as the shortcomings 
of the nurses, thus discovering where help is most 
needed. They alone can help the student to acquire 
the skill resulting from frequently repeated practice. 
All the time spent in the classroom and demonstration 
room is merely a preparation for the vital work in the 
wards. We may consider the ward a laboratory wherein 
the student nurse practices those principles which she 
has been taught in the classroom. Actually practicing 
what is taught, is the outstanding feature of modern 
teaching. The broader the educational background the 
better should be the practical work of the student. 
Sometimes, however, we find that this is not the case, 
and that the student who does well in theory may be 
poor in practical work. 


Classroom and Ward 

It is possible to work out a very satisfactory sched- 
ule of classwork and adhere to it strictly, but the very 
uncertainty of ward activity, at any given time presents 
a difficulty to any but a very general program. We 
must remember here, that other factors may throw 
the educational aspect into the background, for the 
patient must be considered first. 

The various methods being worked out today will 
prove useful, some proving successful in one hospital 
and some in another but all meet with obstacles. 

With preliminary students spending two or three 
hours a day in gaining ward experience, when there is 
a codperative schedule arranged between the instruc- 
tress and head nurse, very satisfactory results may be 
obtained in giving a good groundwork for general care 
and the more common nursing procedures. When the 
more uncommon procedures are taken up, there is 
necessarily a gap which cannot be bridged, a treatment 
taught today in the classroom may not be given in 
the ward for a month or more. 

Head nurses should try to utilize their opportunities 
for teaching whenever the occasion arises, but many 
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times these do not occur at a time favorable for a 
practical demonstration or may occur during the 
nurse’s free time. Then again spending two hours in 
the morning, when perhaps the preliminary student 
sees only the routine care of bedmaking, baths, etc., 
does not usually give her very much time to observe 
other treatments. 

When the young nurse begins her full-time active 
service in the wards, the unit system of bedside nurs- 
ing meets with many difficulties. She may be called 
upon to give treatments which she has not previously 
observed in the wards, although she has learned the 
theory and has given demonstrations of them in the 
classroom. 

The instructor and supervisors know that the stu- 
dent has studied the theory and has been given class- 
room demonstrations in the care of patients; thus it 
becomes the duty of head nurses to see that the proce- 
dures are carried out as taught in the classrooms. 

Case-Study Method 

Ward training after the preliminary period, should 
be planned to give a progressively graded experience, 
and it is desirable that students be given the complete 
care of patients as soon as possible. 

By means of the case-study method we can present 
a boundless wealth of material to our students. From 
one point of view distinctly differing from that of the 
lecture, clinic, or quiz, we can test the student’s ability 
to assemble and coérdinate the knowledge she has ac- 
quired from various sources — from her reading, from 
the laboratories, from bedside study, and from observ- 
ing her supervisors and head nurses at work. Teaching 
by means of the case method is thus made more valu- 
able as an effective pedagogical procedure. 

By using the case-study method a single teacher can 
keep a large class of students actively busy. They are 
not merely listening or observing, they are doing a work 
of self-development themselves. By the students’ an- 
swers and by their questions, the teacher can learn the 
extent of each student’s knowledge in general as well 
as in particular. With the knowledge of these deficien- 
cies, as the course proceeds, the teacher is in a position 
to codperate with the students and assist them in- 
dividually in the removal of deficiencies. Very effec- 
tive lessons on diagnosis, prognosis, treatments, and 
diets, and on the difficulties likely to be met in practice, 
can be pointed out very easily and with considerable 
emphasis in connection with this course. 

Case-study assignments undertaken by the students 
provide opportunities for study at the bedside, thus 
affording the proper correlation of the practical work 
on the wards and the theory taught in the classrooms. 
The material for these studies is usually found in the 
charts of the patients, both of those still in the hospital 
and those discharged, and in reports from the labora- 
tory, surgery, and other departments. 

To make a clear study of a case, it is necessary for 
the student to become familiar with the patient as an 
individual; to know his social and health history as 
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well as his present medical history including diagnosis 
and prescribed treatment. A knowledge of the doctor’s 
clinical record is an essential part of the experience 
acquired in the ward. In selecting information appear- 
ing on the clinical reports, only such facts as the stu- 
dent nurse understands and can intelligently inter- 
pret should be taken into consideration. She should 
particularly emphasize those items that have a direct 
bearing on nursing problems. She should try to under- 
stand the patient in the light of his past experience 
and environment, and she will finally grasp the many 
opportunities presented to her during her daily contact 
in the ward and in different clinics to learn more about 
the treatment of patients. 


After the Preliminary Course 

The period immediately after the preliminary course 
is very likely the most critical period in the student’s 
education; it is the period during which the student 
can most easily be molded. It is also the period during 
which she can be most bewildered. Much is expected 
of her and few of us realize just how bewildered a 
student nurse can become. If she is carefully supervised 
during the first year, that is, under a direct supervision 
in a general ward, a solid foundation has been provided 
on which the remainder of her education can be devel- 
oped. If, unfortunately, supervision has been lax, a 
relatively weak foundation will have been given. The 
result never proves to be satisfactory. 

Bedside teaching presents many problems; it 
requires much tact and an appreciation of the patient 
as a patient rather than as a “case.’’ Most patients do 
not take kindly to the idea of being used as clinical 
material. Many object to the freshmen, but this objec- 
tion may be overcome usually by the good judgment 
of the head nurse. 

When and how can teaching be best undertaken in 
the wards? Again we can give only general outlines 
and leave the outcome to the head nurse. 


Teaching on the Floor 


A teaching of students in a group while “on the 
floor” has been a problem to many nursing schools; 
in our hospital we have what we call the morning 
conference, which is a clinic conducted by the super- 
visor. The students assemble to hear the night report 
and remain for the conference which lasts from 15 to 
25 minutes. Discussion of various diseases takes place 
at this time. One disease may require several mornings 
to cover, as the anatomy and pathology of the affected 
organ are taken up, followed by the discussion of symp- 
toms, predisposing causes and the details of nursing 
care are gradually approached. Each supervisor at our 
weekly conference receives the same outline for the 
week. This method of teaching while on duty, has given 
us a fairly good idea of how our students put into 
practice what has been taught them in the classroom. 

Two reasons for holding the conferences so early in 
the day are: First, there is no interruption of classes 
and free time; and, secondly, the students seem to be 
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more interested and on the alert before actual work 
begins. The nurses are encouraged to present any diffi- 
culties they have met in the care of the disease and to 
ask questions relative to its reasons for a given treat- 
ment. By having the students give a detailed report 
each evening of their day’s work and their treatments, 
etc., a great deal may be accomplished toward the cor- 
relation of practice and theory. The knowledge gained 
in this way is usually retained because the student has 
something tangible from which to draw her experience. 

Our aim is to have theory and doctors’ lectures pre- 
cede the practical work of the various departments in 
the hospital. After a procedure has been taught in the 
classroom, the students receive mimeographed .copies 
of the lectures. Copies are also sent to the floors so 
that supervisors and head nurses may refer to them. 

The instructor of the school spends as much time as 
possible in the hospital with the supervisors and head 
nurses, discussing the different subjects that may arise, 
relating to the theory and practice of nursing, and also 
to satisfy herself that the instructional regulations are 
being carried out in the wards. Our regulations are: 

1. The students must demonstrate or observe the 
facts taught in the classroom. 

2. The demonstration should take place while the 
theory is fresh in their minds. 

3. The theory and practical work must be considered 
as one unit. 

4. The junior students are required to write up two 
case studies each month while they are in the medical 
and surgical wards. (These case studies are read in the 
classroom, and the students are graded for same.) 

5. Each student must pass in her case report along 
with her report from the medical and surgical wards 
the first of each month, and these reports must be 
signed by the supervisor of the floor. 

6. The unit system is strictly observed ; that is, each 
student is assigned to the care of four patients. 

7. The supervisor is expected to grade the student 
each month as to efficiency, fitness, and personality. 

All reports are brought to the school office, where 
they are recorded on the student’s permanent record. 

During the second year the student receives her 
training in the diet laboratory and surgery. After these 
courses are over she returns to floor duty until the 
beginning of the third year. During the senior year the 
student receives her training in obstetrics, pediatrics, 
and in communicable diseases. Case studies are written 
during this year just as in medical and surgical cases. 

Coéperation is needed on all sides, from the school 
faculty, the supervisors, the head nurses, and the stu- 
dents in order to carry on the work of this profession. 
When all has been accomplished, and a clear under- 
standing among all has been effected, and more 
scientific methods undertaken to serve the students 
who have come to the hospital to be trained and edu- 
cated in the difficult art and science of nursing, then 
and only then can we say that we know how to “Cor- 
relate Theory with Practice.” 





Psychiatric Nursing at the Johns Hopkins 
Hospital 
Bernadette A. Mullin, R. N. 


HEN we look back on the development of 

W\ mental nursing and consider that the early re- 

quirements of the nurses were mainly brawn 
and endurance, and then examine the full curriculum 
of studies demanded of the nurse today, we may here 
behold from one point of view the measure of develop- 
ment of that increasingly important department of 
modern medicine — psychiatry. 

The nurse of today is given a progressive and prac- 
tical course of training in the handling of this involved 
and difficult subject. At the Henry Phipps Clinic, Dr. 
Esther L. Richards, Associate Professor of Psychiatry, 
has evolved a system of study which is proving of im- 
mense practical value to the students assigned to the 
clinic in their senior year. Through this course of 
study, the individual nurse is led, first, to understand 
her own complexities of physical make-up; and in this 
way, is led to understand more clearly and appreciate 
the perplexing aspects of the patients under her care. 
The practical viewpoint is here stressed in order to 
present the undue absorption of generalities as pre- 
sented through the formal classifications of textbooks 
of psychology and to direct the attention more par- 
ticularly to the concept of mind expressed in individ- 
ual behavior and adaptation to life’s experiences. 

Since one of the real tests in life is largely that of 
adaptive capacity, the successful handling of each indi- 
vidual’s life problems depends partly upon the intel- 
lectual equipment and partly upon the habits of train- 
ing acquired from childhood. 

The plan of study preparatory to the introduction of 
formal psychiatry now in use, may be briefly considered 
under the following heads: 

Facts of heredity and prenatal influence. 

Adaptive facts of infancy, including reaction to 
sleep, food, the acquisition of walking and talking. 

Adaptive facts of early childhood or preschool age; 
the school period, the period of emancipation from par- 
ents, the taking on of social contacts, development and 
handling of instinctive cravings, reaction to vocation 
and marriage, senescence, and finally the more com- 
mon types of normal individual adjustments such as 
the “complex,” compensation or overcompensation, ra- 
tionalization, repression, and projection. 

Nurse’s Personality Study 

As an initial step toward the comprehension of the 
psychic phases shown in her patients, each student is 
required to write out a personality study of herself, us- 
ing as a guide a very simple questionnaire, following 
the thoughts of the outline just mentioned. Thus she 
has established a norm entirely familiar. 

This personal analysis is followed by a course of 
eleven lectures on clinical psychiatry with demonstra- 


tions of typical patients to illustrate the various forms 
of mental disorders. The types discussed are those com- 
ing under the following classifications, namely : 

a) The organic deficits acquired through focal or dif- 
fuse brain destruction as in paresis, senility, etc. 

b) Those associated with inadequate development as 
in the mentally retarded and feeble-minded. 

c) Delirious and hallucinatory reaction types in con- 
junction with acute infection of drugs, alcohol, and 
the like. 

d) The effective group under which we place maniac 
excitements and depression. 

e) The schizophrenic or dementia precox. 

f) The minor psychoses, which include neurasthen- 
ics, hypochondriacs, obsessive reaction types, rumina- 
tive tension states, and hysteria. 

This course of lectures is followed by five periods of 
discussion on mental nursing, comprising the history 
and development of mental nursing, nursing ideals, 
qualifications, occupational therapy, hydrotherapy, and 
an explanation of the routine nursing care as to special 
types of disorder, demonstrations of special treatments, 
and charting. 

Two elective courses of ten hours each, available in 
the intermediate year are: 

1. Problems common in faulty adjustments of child- 
hood, a course dealing with unusual mental reactions 
and poor adjustments as seen in children. 

2. Mental hygiene concerned particularly with men- 
tal condition of adults. 

For the practical application of their studies, the stu- 
dents are assigned in their senior year to a period of ten 
weeks of routine work on the wards of Phipps Clinic. 


The Student’s Assignments 

There is a question as to whether the inexperienced 
student should be initiated into the quiet ward or into 
the disturbed ward. 

One must consider several points in the discussion of 
this question. On the one hand, the student’s instinctive 
fear of the abnormal as often demonstrated in the vio- 
lence and excess of disturbed cases must be considered 
and her inexperience in handling emergencies that fre- 
quently arise. However, it is in the disturbed ward that 
the student has the opportunity to observe the mental 
types that are obvious and consequently more readily 
interpreted. On the other hand, the assignment of the 
novice to the so-called “quiet” ward is often unsafe for 
the patients, since the inexperience of the student often 
hinders her from the anticipation, detection, or compre- 
hension of symptoms that are usually more subtle and 
less positive in their aspects. 

It has been the policy in Phipps Clinic as far as is 
practicable, to start the student among the quieter 
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groups. In the operation of this policy we have not met 
with any serious problems thus far. Our wards are quite 
small and we have a larger staff of nurses and attend- 
ants than the average hospital. All of which gives to the 
student nurse, entering upon this work, a sense of pro- 
tection, leaving her mind free to observe and study. 

During their stay in the clinic, the nurses serve on 
each ward for a period sufficiently long to become thor- 
oughly acquainted with the various types of cases and 
their particular treatment, and they are assigned also 
for a short term of night duty. Besides this valuable 
nursing experience, they spend two weeks in the occu- 
pational-therapy department and one week in the hy- 
drotherapy department. 

Since the establishment of group nursing at the 
Phipps Clinic in 1928, pupil nurses do not participate 
in the care of private ward patients, but the elimina- 
tion of this experience has not proved in our experience 
to be a limitation in the students’ training. 

In addition to the formal lecture courses given in the 
intermediate year, there has been established a system 
of weekly conferences between the intern and nurses on 
problems relative to the patients of a particular ward, 
and between resident physician and nurses on special 
cases, with exhibition of typical patients to illustrate 
the various phases of the disease under discussion. 
These conferences are informal and the novice is thus 
afforded an opportunity for asking questions and thus 
clearing up definitely whatever perplexities may be 
bothering her. By this plan, the student has the excep- 
tional opportunity for correlating theory and practice. 

Particular attention is given to charting. We have 
adopted a system of carefully planned and comprehen- 
sive charts. At the end of each day a written narrative 
report on each patient is required. In this way a full 
and true picture of the patient’s condition during the 
twenty-four hour period is portrayed. From this daily 
narrative a graph is developed which gives a clear pic- 
ture of the progress of the patient’s condition. The phy- 
sicians consider this charting of great assistance in the 
diagnosis and treatment of their patients. 


The Daily Régime 


To better understand the disposition of the nurses’ 
time spent in our wards, it is well to give a brief out- 
line of the daily hospital routine. The patients arise at 
seven o'clock, after which temperatures are taken, and 
breakfast is served at eight. At nine o’clock the patients 
start their busy day with sewing class, hydrotherapy 
and gymnasium exercise from ten to eleven-thirty and 
luncheon at noon. From one to two o’clock a rest period 
is provided. Occupational classes, consisting of various 
arts and crafts, carpenter-shop experience, etc., are con- 
ducted from two until three. The period from three 
o’clock until supper is spent out of doors where the 
patients may enjoy whatever permissible recreation ap- 
peals to them. Encouragement is given to exert as much 
spontaneous effort as can be aroused. Patients requir- 
ing special treatment, such as continuous baths, packs, 
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etc., have such, in addition to their regular routine. 

The nurses become a potent factor in this scheme of 
work and play, by sustaining a never-failing attitude 
of cheerfulness, interest, and encouragement, watching 
alertly those with suicidal tendencies, caring for those 
having fanciful delusions, guarding those whose beha- 
vior is perverted in strenuous and often in unpleasant 
ways. She must be ever on the alert to direct misguided 
activity into more normal channels of self-dependence, 
mutual help, and industry. This is indeed a task de- 
manding all the ingenuity of mind, sympathy of heart, 
skill and tact that a nurse has to offer. 

The training given at Phipps Clinic stresses the im- 
portance of regarding the individual patient as a whole, 
as a psycho-biological entity, in order that the student 
may not fall into the error of considering the mental 
and physical as separate and unrelated functions. In 
one of Professor Osler’s addresses, he tells the story 
which shows clearly how the Greek philosopher, Plato, 
appreciated this point. He quotes, “Let no one persuade 
you to cure the head, until he has first given you his 
soul to be cured. For this is the great error of our day 
in the treatment of the human body, that physicians 
separate the soul from the body.” 

We endeavor to convey to the student that psychia- 
try is not the fantastic, mysterious, and bizarre system 
of magic that so many of the uninformed erroneously 
suppose it to be, but a well-defined science; not always 
a certain solution, but a serious and thoughtful appli- 
cation of the growing fund of medical knowledge cover- 
ing the ills of life resulting from incompatible condi- 
tions, whether acquired by ourselves, or thrust upon us 
by others, or resulting from the mismanagement of 
life’s problems that almost all of us have met. 

While it is possible to direct students, to emphasize 
certain points of importance, and to convey to them 
certain facts regarding the complicated workings of the 
human mind, and to demonstrate the typical develop- 
ment of various classic examples of mental disorders, 
yet the real test for the excellence of good mental nurs- 
ing depends upon the nurse’s basic endowment, both 
intellectually and spiritually. It is her capacity for the 
broad understanding of human beings, the ability to 
translate that perception into practical helpfulness, to- 
gether with an abundant fund of charity and tolerance 
with the ability to put these fine and desirable attri- 
butes into action that will make the ideal mental nurse. 

There is such a welter of theories in this new psy- 
chiatry that is being promulgated in the field today, 
that Phipps Clinic has deemed it advisable to shun the 
extremes of conflicting theories that beset us from all 
sides, and establish for ourselves a standard that is 
both sane and conservative. By this standard we pro- 
tect our students from becoming submerged in a sea 
of conflicting and disturbing theories. 

In the light of the advantages to the broad education 
of nurses offered by the study of psychiatry, the day is 
not far distant when this all-encompassing subject will 
be considered indispensable to the curriculum. 
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HOSPITALS AND FEDERAL 
LEGISLATION 


The importance for the hospitals of the present 
trends in the governmental taxation policy cannot be 
overestimated. It is most important that the hospitals 
and the hospital Associations increase their interest in 
the application of the Federal laws to industrial and 
commercial enterprises so that the hospitals may 
retain such immunities and secure such exemptions as 
their status as institutions serving the public and 
performing their most important public function 
obviously merits. The intricacies of present-day tax 
legislation are such that, unless special care is taken, 
the hospitals may be laden with financial taxation 
burdens which in a very short time might make it 
impossible for our hospitals to continue as effectively 
as heretofore to carry their share of the public respon- 
sibilities. 

Early in October a meeting was held of representa- 
tives of the American Hospital Association, the Protes- 
tant Hospital Association, and the Catholic Hospital 
Association in Washington, D. C., to survey the situ- 
ation which we are here discussing. From this meet- 
ing there resulted conferences with representatives of 
the Processing Tax Division of the Internal Revenue 
Service, the Division in charge of Food Codes of the 
Department of Agriculture, the Department of Indus- 
trial Alcohol, with the Federal Emergency Relief 
Administration, and lastly, with the Securities Tax 
Division of the Treasury Department. Several impor- 
tant questions were pushed closer to a solution by 
these meetings and conferences. The question of the 
allocation of Federal Relief Funds to the hospitals for 
their care of the indigents has been reopened and deci- 
sions promised within the immediate future. The 
exemption of the hospitals from the Processing Tax 
particularly on textiles and flour, which has been 
agitated for some time, was made decidedly more 
probable. The inclusion of hospitals in the provisions 
for a Dividend Tax, a subject of debate ever since the 
formulation of the law, was clarified and the cogent 
arguments which were presented for exemption from 
such a tax has brought about a decision entirely favor- 
able to the hospitals. The prospective legislation for 
taxation on alcohol and spirits might be applied to 
hospitals, but the claims of our institutions for exemp- 
tion from such taxes have been ably presented and are 
on record for future consideration. Finally a blanket 
exemption in favor of our hospitals from all industrial 
and trade codes thus far adopted and from those to be 
adopted was strongly urged by the members of the 
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Joint Committee on Federal legislation and it is 
thought likely that upon this matter also a favorable 
decision might be confidently expected. 

In the meantime, all the hospitals should attempt a 
study of price trends with a view of establishing their 
responsibilities under the changing conditions. 
Scattered bits of information which reached us from 
several sections of the country seemed to indicate that 
the indirect effects of the National Industrial Recov- 
ery Act, or at least the alleged effects of the National 
Industrial Recovery Act, and similar legislation, may 
produce results which were certainly not contemplated 
antecedent to the economic status of the moment. 

A study of textiles usually purchased by hospitals 
which was made in one of our large institutions reveals 
the fact that prices on unbleached muslin have 
advanced as much as 56 per cent in the course of the 
past three months; on bleached sheeting, 72 per cent; 
on coveralls, 185 per cent; on bedspreads, 59 per cent; 
on certain items of knit cotton apparel for women, 119 
per cent; on percale and madras shirts, 77 per cent. 
These price increases come to our notice over the 
signature of a director of a very reputable and official 
agency. We cannot tell whether these increases are 
representative of conditions in other sections of the 
country nor do we know whether they are typical of 
increases in the price of other commodities but this is 
known to be a fact that the manufacturers and the 
distributors have justified such prices by the claim 
that these products are subject to Federal taxation, in- 
cluding the Processing tax, and the manufacture must 
be carried on in accordance with N.R.A. regulations. 
To be sure, such claims will be investigated. Whatever 
relief such investigation may afford in the future is 
one matter, while the fact that the hospitals must now 
pay such increased prices is quite another matter. It 
would be helpful if all the hospitals of the country 
could be persuaded to contribute information on their 
cost increases as, at a time like this, nothing is more 
urgently needed for the adequate presentation of the 
hospital claims, as extensive and completely reliable 
facts upon the basis of which counterclaims in favor 
of the hospital can be presented before the responsible 
authorities. 

We expect to keep the members of the Catholic 
Hospital Association and the readers of Hosprtat 
Procress fully aware of the trends in Federal legisla- 
tion. In one direction, however, we should urge special 
vigilance. State legislation is so voluminous and scat- 
tered that only those close to a local situation are able 
to estimate its potential or actual menace toward in- 
stitutions and to devise procedures for meeting such 
a menace. With a large variety of sales taxes, prop- 
erty taxes, distribution taxes, and other similar forms 
of taxation, the hospital’s financial safety as a financial 
institution and as a charitable institution may be 
endangered while vigilance may mean the saving of 
considerable sums of money. The individual institution 
also cannot be blind to its own self-interests. One in- 
























October, 1933 


stitution, for example, to our knowledge, has recently 
secured a refund of 8 per cent on its payments for light 
and power by calling the attention of the power com- 
pany supplying service to hospital exemptions which 
had been previously overlooked. Awareness of condi- 
tions in Federal, state, and local legislation may result 
in very tangible return and these may make it possible 
to continue an otherwise imperiled or sorely pressed 
institution. — A.M.S., SJ. 


DR. BERNARD F. McGRATH 


I saw Dr. Bernard F. McGrath alive for the last time 
on October 3. He was standing near the doorway of 
the Sert Room at the Waldorf-Astoria in New York 
watching the groups of nurses filing into the meeting 
of the Catholic Nurses Club of New York, held on the 
occasion of the National Catholic Charities Conference. 
He looked keener and more alert than ever, took a 
hearty interest in the surroundings, seemed more than 
usually cordial and impressed me as having profited 
by a well-earned rest after leaving the deanship of the 
School of Medicine of Marquette University. Yet there 
was about him a subtle suggestion of fatigue and 
anxiety. It may have been in his unusually nervous 
manner or in his eagerness for conversation or perhaps 
in the topic he was discussing, “The Status of Medical 
Education in This Country as Compared with That 
in Europe.” Whatever it was, one could not miss the 
note of worry. I did not, however, at that time believe 
that within two weeks he would be dead. He died in 
his rooms at the New York Athletic Club, New York 
City, October 16, 1933, presumably of heart failure. 

In the death of Dr. McGrath the Catholic Hospital 
Association has lost a friend who stood by us in the 
days of the Association’s youth. He was the indefatig- 
able assistant of Father Moulinier in the early years 
of the Association’s life. He became the first editor 
of Hospitrat Procress (1920 to 1923) and served as 
Secretary-Treasurer of the Association from 1917 to 
1923. His influence in the Association was marked. He 
made large contributions to the organization by bring- 
ing his medical viewpoints to bear upon the Associa- 
tion’s policies. His activities were tempered by wise 
caution and by a prudent reserve. He was eager always 
to study the after-effects of a policy before committing 
the Association. 

His last large contribution to Hospitat Procress 
was the review of the history of the Catholic Hospital 
Association of the United States and Canada which 
was published in Hospitat Procress in June, 1922. 
\nd it is this contribution which even today serves as 
the starting point for historical investigations concern- 
ing our Association. 

Dr. Bernard F. McGrath was born in Amesbury, 
Massachusetts, in 1869. He received his Bachelor of 
Arts degree from Georgetown University in 1894 and 
the Doctor of Medicine degree in 1895. After a number 
of years in private practice, occasional periods of 
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study at Harvard University and association with the 
Beverly Hospital, Beverly, Massachusetts, he spent 
the years from 1909 to 1915 at the Mayo Clinic, 
Rochester, Minnesota, in various positions, as Super- 
visor of Autopsies and as Assistant Pathologist. In 
1916 he became Professor of Surgery at Marquette 
University, Milwaukee, Wisconsin, and it was in this 
capacity that his association with Father Moulinier 
evoked his interest in our Association. 

Dr. McGrath was a man whose strength lay in his 
unobtrusiveness. His administration in the School of 
Medicine and in his department lay rather in his 
capacity for utilizing the talents of others and quietly 
guiding them into desired channels than in his 
aggressive impressing of his own personality upon the 
work of others. This characteristic flowed from the 
corresponding character trait which enabled him to 
work effectively in his positions without making such 
work stand out as his own. He was characterized by 
an impersonal aloofness which, however, fortunately 
for him, was joined to a capacity for friendship that 
always kept a number of close confidantes by his side. 
He was serious, inclined to seeing the sober side of 
things and extreme in his anxiety to achieve the right. 
Fortunately for him, his seriousness did not degrade 
into pessimism because he found in his faith the ante- 
dote for the ills which afflicted him and which he used 
effectively as an offset to his fears. His Catholicity was 
always patent to all and was to him a source of pride. 
He lived piously and holily as a scientist, an adminis- 
trator, a writer, and a Catholic gentleman. May his 
soul rest in peace. — A.M.S., SJ. 





The Scholastic Record 
Sister Mary Flavia, R. N. 


summation of a subject, usually dry as dust 

though vital to all of us, but shown to us in this 
paper in so new, so fresh, and so interesting an aspect, 
is the opportunity given to me and has proved a very 
delectable duty.* And, if, as Sister tells us, and we 
may not doubt it, “we are judged by what we write,” 
then it behooves me to be most careful in what I write, 
especially as I can add nothing to what has been so 
ably set forth in this paper. 

It has always seemed to me that our schools should 
be the ones to show the way to the rest of the world. 
We, who have everything that they have not, of motive 
and objective, should lead them into the higher paths, 
so that they may always be striving to emulate our 
accomplishments. So too in this matter of records. Our 
records should be so complete that any request for in- 
formation should ever cause those seeking it inevitably 
to find just exactly what they desire; not, as we have 
too often found from sad experience, everything but 
what is sought. I think of records as being important 
not only to those of whom they are written, but 
equally, perhaps more so, to those who do the writing ; 
whether it be the invisible record, written into the 
character of those whom we have had under our in- 
fluence, and who are, as a consequence, our responsi- 
bility ; or those, visible records which we put on paper 
in our files to be seen by men, which because of this, 
are highly important. What St. Paul says, writing to 
the Corinthinians, has ever seemed to me most apropos 
of what I write into a nurse’s record, “Therefore, I 
write these things, being present, that being absent, I 
may not deal more severely, according to the power 
which the Lord has given me unto edification and not 
destruction.” With this in mind, knowing what that 
which is set forth in these records may mean to that 
nurse in the future that it may make all the difference 
between success and failure, they may not be written 
without much thought, consideration of all circum- 
stances of time and place, and without asking direction 
from Our Lady of Good Counsel. Then we shall not 
need to fear that what has been written there, will be 
for the destruction of others or for our self-interest. 

Simplicity of aim makes it possible for us all, di- 
vergent as we are in views, characters, opinions, tastes, 
to concur in our great work, and to act as one person. 
Each brings her share, and often the strength of her 
codperation is in what she keeps in reserve. A great 
leverage is gained from the subordination of a strong 
will, the docility of a great mind, the power to re- 
strained emotion, the loyalty of subordinate author- 
ities, the abnegation of those who stand over details, 
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the sacrifice of gifts and tastes, the moderation of fire 
in discipline. If superintendents find all this in us — 
and they should — what have we to fear in writing our 
records, either in their lives, where they will surely 
be a power for good, or on paper, where we may write 
without fear, all that we have seen in them. They have 
followed where we have led them. 

As to the strictly scholastic record, there we can, as 
Sister says so well, show forth either our own strength 
or our weakness. Either we give our students the best 
possible curriculum or we fail to do so— the latter 
being a sad commentary on our sense of justice to our 
student. We owe to them, the best possible training, 
and we know well that in our present era, that means 
that we give not only a good practical course, but that 
our course in theory should be second to none; that 
we should not only approximate the standards set up 
by our state, but we should give the maximum sug- 
gested by the League of Nursing Education, in every 
detail, I repeat, we should be the leaders, not the 
followers. 

Granting then that our curriculum will stand the 
most searching examination by anyone, then, as Sister 
suggests, the form of records used should be the es- 
sence of simplicity, and accuracy, and of complete and 
concrete information. Such forms should be easy for a 
body such as this to formulate for when we have the 
reason for their existence the matter with which to 
complete them, the rest should not be a difficult task. 

Success to be worthy of the name must mean an 
end proposed and attained. We know the aim, the end 
proposed, the establishment of permanent records that 
will be as near to what we may term perfection as we 
can make them. It only remains for us to attain this 
end, and we shall have success in our grasp. To accom- 
plish it, we shall need to keep in mind this advice of 
our Lord: “In the morning sow thy seed, and in the 
evening let not thy hand cease, for thou knowest not 
which may rather spring up, this or that.” That is, 
sow at all times, something for now, something for 
later on. 


New Novitiate for Sisters 

A new building has been erected on the grounds of the 
Holy Ghost Hospital, Cambridge, Mass., to be used as a 
novitiate for the Sisters of Charity, who conduct the institu- 
tion for incurables. The new structure will also be used as a 
retreat house by the Sisters who were previously obliged to 
go to the mother house in Montreal for their annual spiritual 
exercises. 

The new building is three stories high. A splendid audi- 
torium is provided, decorated with niches in the walls con- 
taining statues of St. John, the Blessed Mother, and the 
Sacred Heart. It has a grid ceiling and an indirect lighting 
system. There are halls and reception rooms furnished in 
California stucco, sleeping rooms accommodating 140 persons, 
sewing rooms, bathrooms, libraries, etc. 
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Professional Committees of the Catholic 


Hospital Association 


E are publishing herewith the first list of the mem- 

W bership of the professional committees authorized 
by general vote of the Association at the last Con- 

vention. While a number of vacancies on some of these com- 


mittees still exist, it is expected that the organization of these 
groups will be completed before the close of the year. The 


COMMITTEE ON DIETETICS 


Officers 
Chairman 
Sister M. Victor, R.N., B.S., Dietitian in 
Charge, 
Saint Mary’s Hospital, Rochester, Min- 
nesota 
Secretary 


Sister M. Adolphus, A.B., M.S., Head of 
Home Economics Department, 
Marymount College, Salina, Kansas 
Associate Editor of HOSPITAL 
PROGRESS 
Sister M. Hilary, C.S.C., B.S., Dietitian in 


Charge, 
Mount Carmel Hospital, Columbus, Ohio 


Members 

Sister M. Jovita, O.S.F., R.N., Dietitian in 
Charge, 

St. Joseph’s Hospital, Milwaukee, Wisconsin 

Silster M. Consilia, R.N., Dietitian in 
Charge, 

Saint Francis Hospital, Pittsburgh, Pennsyl- 
vania 

Sister Rose Beatrice, S.S.J., A.M., Head, 
Home Economics Department, 

Fontbonne College, Saint Louis, Missouri 

Sister St. Ann, Dietitian in Charge, 

Our Lady of Victory Hospital, Lackawanna, 
New York 


COMMITTEE ON THE STUDY OF 
HOSPITAL FINANCE 


Officers 
Chairman 
The Reverend Maurice F. Griffin, Pastor, 
Saint Philomena’s Church, Cleveland, Ohio 


Secretary 
Sister M. Irene, SS.M., R.N., 
Saint Louis, Missouri 
Associate Editor of HOSPITAL 
PROGRESS 
Sister M. Isabelle, 
Marillac Seminary, Normandy, Missouri 


Members 

Sister Acquin, R.S.M., R.N., 

St. John’s Hospital, St. Louis, Missouri 

Sister Emma Therese, S.S.J., 

Convent Srs. of St. Joseph, Carondelet, St. 
Louis, Missouri 

Sister M. Perpetua, O.S.F., 

St. Anthony’s Hospital, St. Louis, Missouri 

The Reverend Georges Verreault, O.M_1., 
Auditor, 

Ottawa University, Ottawa, Ontario, Can- 
ada 

Brother Vulgan, R.N., Superintendent, 

Alexian Brothers Hospital, Saint Louis, Mis- 
souri 








COMMITTEE ON MEDICAL 
RECORDS 
Officers 

Chairman 

Sister M. Gerard, R.S.M., R.N., Record 
Librarian 

Mercy Hospital, Cadillac, Michigan 

Secretary 

Sister Celeste Maria, R.N., Record Libra- 
rian, 

St. Joseph’s Hospital, Lexington, Kentucky 
Associate Editor of HOSPITAL 
PROGRESS 
Sister M. Patricia, O.S.B., B.S., R.N., Su- 

perintendent, 
St. Mary’s Hospital, Duluth, Minnesota 


Members 
Sister M. Dominica, R.N., Record Librarian, 
Charity Hospital, Cleveland, Ohio 
Sister Marie Shannon, R.H., R.N., Record 
Librarian, 
Hotel Dieu, Campbellton, New Brunswick, 
Canada 
Adviser 
James T. Nix, M.D., 
Hotel Dieu, New Orleans, Louisiana 


COMMITTEE ON MEDICAL 
SOCIAL SERVICE 
Officers 
Chairman 
Sister M. Eileen, C.S.A., M.A., Dir. Hospital 
Social Service Dep't. 
Saint John’s Hospital, Cleveland, Ohio 


Secretary 
Sister Mathilde, M.A., 
Charity Hospital, New Orleans, Louisiana 
Associate Editor of HOSPITAL 
PROGRESS 
Sister Inez, O.S.B., M.A., Dir. Out-Patient 
Dep't. 

St. Cloud Hospital, St. Cloud, Minnesota 

Members 

Sister M. Francis, M.A., Director, Hospital 
Social Service Department, 

De Paul Hospital, Saint Louis, Missouri 

Sister M. Grace, Dir., Hospital Social Ser- 
vice Dep't. 

Charity Hospital, Cleveland, Ohio 


COMMITTEE ON OCCUPATIONAL 
THERAPY 


Members to be Announced 


COMMITTEE ON OUT-PATIENT 
SERVICE 
Officers 
Chairman 
Sister M. De Paul, S.S.M., Director, Out- 
Patient Department, 
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codperation of all the member hospitals and the Sisters is 
enlisted in the activities of these special groups. The work of 
all the committees has been carefully outlined and it is ex- 
pected that a number of special studies made by these groups 
will be reported on at the next annual convention. 






Firmin Desloge Hospital, Saint Louis, Mis- 
souri 


Secretary 
Sister Edward Mary, Director, Out-Patient 
Department, 

St. Vincent’s Hospital, New York, N. Y. 
Associate Editor of HOSPITAL 
PROGRESS 
Sister St. Irma, Director Out-Patient De- 

partment, 
Saint Michael’s Hospital, Toronto, Ontario, 
Canada 


Members 
Sister M. Hildegarde, R.S.M., R.N., Dir., 
Out-Patient Dep’t. 
St. Mary’s Hospital, San Francisco, Califor- 
nia 


Sister Murphy, R.N., Dir., Out-Patient 
Dep'’t., 
Saint Boniface Hospital, Saint Boniface, 


Manitoba, Canada 

Sister M. Madeleine, S.S.J., R.N., Superin- 
tendent, 

St. Mary’s Hospital, Minneapolis, Minne- 
sota 

Adviser 

G. O. Broun, M.D., 

Firmin Desloge Hospital, Saint Louis, Mis- 
souri 


COMMITTEE ON PHARMACY 
SERVICE 
Officers 
Chairman 
Sister M. Adelaide, B.S., R.Ph., Pharmacist, 
St. Elizabeth’s Hospital, Youngstown, Ohio 


Secretary 
Sister M. Ludmilla, S.S.M., R.Ph., 
St. Mary’s Hospital, Saint Louis, Missouri 
Associate Editor of HOSPITAL 
PROGRESS 
Sister M. Wilhelmina, R.N., R.Ph., Phar- 
macist, 

St. Mary of Nazareth Hospital, Chicago, Il- 
linois 

Members* 

Sister St. Simon, R.N., Ph.G., Sup'’t., 

St. Mary’s Hospital, Montreal, Quebec, 
Canada 

John Auer, M.D., Adviser, 

St. Louis University School of Medicine, 
Saint Louis, Missouri 


Adviser 


Howard C. Newton, Ph.G., 
Creighton University School of Pharmacy, 
Omaha, Nebraska 


*Additional members to be announced later. 
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COMMITTEE ON PUBLIC HEALTH 


Members to be Announced 


COMMITTEE ON MEDICAL 
NURSING 
Officers 
Chairman 
To be announced later. 
Secretary 
Sister M. Laurentine, R.N., Superintendent 
of Nurses, 
St. Francis Hospital, Pittsburgh, Pennsyl- 
vania 
Associate Editor of HOSPITAL 
PROGRESS 


Sister M. Cosma, O.S.F., R.N., Superintend- 
ent, 

Creighton Memorial Hospital, Omaha, Neb- 
raska 

Members 

Sister St. Calixte, R.N., Supervisor, Psychia- 
tric Division, 

St. Michael the Archangel Hospital, Mastai, 
Quebec, Canada 

Sister M. Pius, A.B., R.N., Superintendent, 

Holy Cross Sanitarium, Deming, New Mex- 
ico 

Sister M. Adolphine, Superintendent, 

St. Mary’s Hospital, Centralia, Illinois 


COMMITTEE ON OBSTETRICAL 
AND GYNECOLOGICAL 
NURSING 
Officers 

Chairman 
Sister Remigius, R.N., Superior, 
St. Ann’s Hospital, Saint Louis, Missouri 
Secretary 
Sister M. Adele, R.N., Supervisor of Ob- 
stetrical Dep’t., 
St. Joseph’s Infirmary, Louisville, Kentucky 
Associate Editor of HOSPITAL 
PROGRESS 


Sister M. Francina, R.N., Superintendent, 
St. Ann’s Maternity, Cleveland, Ohio 


Members 
Sister M. Victoria, R.N., 
St. Francis Hospital, La Crosse, Wisconsin 
Sister St. Ephrem, R.N., Superintendent, 
Misericordia General Hospital, Montreal, 
P.Q., Canada 


COMMITTEE ON PEDIATRIC 
NURSING 


Officers 
Chairman 
Sister Sunderland, R.H., R.N., B.S., Super- 
visor, Pediatric Division, 
St. Bernard’s Hospital, Chicago, Illinois 
Secretary 
Sister M. Felicia, S.S.M., R.N., Supervisor, 
Pediatric Division, 
St. Mary’s Hospital, Saint Louis, Missouri 
Associate Editor of HOSPITAL 
PROGRESS 


Sister Marie Charles, R.N., Superintendent 
of Nurses, 

New York Foundling Hospital, New York, 
N.Y. 

Members* 

Sister M. Mona, O.S.B., R.N., M.A., Direc- 
tor, 

School of Nursing, St. Mary’s Hospital, Du- 
luth, Minnesota 


*Additional members to be announced later. 
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COMMITTEE ON SURGICAL 
NURSING 
Officers 
Chairman 
Sister M. Constance, O.S.F., R.N., Super- 
intendent, 
St. Anthony’s Hospital, Saint Louis, Mis- 
souri 
Secretary 
Sister Bertilla, R.N., Supervisor Operating 
Room, 
St. Mary’s Hospital, Rochester, Minnesota 
Associate Editor of HOSPITAL 
PROGRESS 


Sister M. Florence, R.S.M., R.N., 
Mercy Hospital, Baltimore, Maryland 


Members* 
Sister M. Nazaria, O.S.F., R.N., Superin- 
tendent, 
Saint John’s Hospital, Springfield, Illinois 
Sister M. Sylvester, R. N., Superintendent 
of Nurses, 
Saint Vincent’s Hospital, Billings, Montana 
Adviser 
Herbert C. Fett, M.D., 
St. Charles Hospital, Port Jefferson, New 
York 


COMMITTEE ON ANAESTHESIA 
TECHNIQUE 


To be formed. 


COMMITTEE ON ETHICS 
To be formed. 


COMMITTEE ON LABORATORY 
SERVICE 


Officers 
Chairman 
Sister M. Henrica, R.N., B.S., M.T., Direc- 
tor of Nurses, 
St. Joseph’s Hospital, Memphis, Tennessee 
Secretary 
Sister M. Adelaide, R.N., Superior, 
Saint Francis Hospital, Charleston, West 
Virginia 
Associate Editor of HOSPITAL 
PROGRESS 


Sister M. Alma, Ph.R., R.T., Hospital Phar- 
macist and Chief Labor. Tech., 
Saint Thomas Hospital, Akron, Ohio 


Members 
Sister M. Carroll, R.H., R.N., 
Bishop de Goesbriand Hospital, Burlington, 
Vermont 
Sister Clotilda, R.N., Superintendent, 
Providence Hospital, Moose Jaw, Saskatche- 
wan 
Sister M. Confirma, R.N., Superintendent 
of Nurses, 
St. Joseph’s Hospital, Fort Wayne, Indiana 
Sister M. Joan, R.S.M., R.N., Laboratory 
Technician, 
Mercy Hospital, Baltimore, Maryland 
Adviser 
Eugene R. Whitmore, M.D., 
Georgetown University School of Medicine, 
Washington, D. C. 


COMMITTEE ON MEDICAL 
STANDARDS 
Members to be Announced 


COMMITTEE ON MEDICAL STAFF 
REGULATIONS 
Members to be Announced 


*Additional members to be announced later. 
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COMMITTEE ON PHYSICAL 
THERAPY 
Members to be Announced 


COMMITTEE ON X-RAY SERVICE 
Officers 
Chairman 
Sister M. Alacoque, S.S.M., R.N., A.S.R., 
Supervisor, X-ray Department, 
St. Mary’s Hospital, Saint Louis, Missouri 
Secretary 
Sister St. Therese, R.N., X-ray Technician, 
Hotel Dieu, Campbellton, New Brunswick, 
Canada 
Associate Editor of HOSPITAL 
PROGRESS 
Sister Helen Lucile, A.B., R.T., Assistant 
Radiographer, 
St. Mary’s Hospital, Minneapolis, Minne- 
sota 
Members 
Sister M. Hugolina, R.N., Supervisor X-ra\ 
Department, 
St. Anthony’s Hospital, Denver, Colorado 
Sister M. Suitbertha, O.S.D., R.N., R.T. 
Superintendent, 
Mary Immaculate Hospital, Jamaica, Long 
Island, New York 
Adviser 
Le Roy Sante, M.D., 
Saint Louis University School of Medicine 
Saint Louis, Missouri 


COUNCIL ON NURSING 
EDUCATION 
Officers 
Chairman 
Sister M. Henrietta, S.S.M., R.N., A.M., 
St. Louis University School of Nursing, St 
Louis, Missouri 
Secretary 
Sister Helen Jarrell, R.H., R.N., A.M., 
Loyola University School of Nursing, Chi- 
cago, Illinois 
Members* 
Sister M. Berenice, O.S.F., R.N., AM., 
Catholic University of America, Washing- 
ton, D.C. 
Sister M. Evangelist, R.S.M., R.N., 
St. Edward’s Hospital School of Nursing, 
Fort Smith, Arkansas 
Sister Mead, R.N. 
St. Paul’s Hospital School of Nursing, 
Saskatoon, Saskatchewan, Canada 
Sister Mechtilde, R.N., B.S., 
Mercy Hospital School of Nursing, Pitts- 
burgh, Pennsylvania 


COMMITTEE ON SCHOLASTIC 
RECORDS OF THE SCHOOL 
OF NURSING 
Officers 

Chairman 

Sister M. Mechtilde, R.N., B.S., Dir., 

Mercy Hospital School of Nursing, Pitts 
burgh, Pennsylvania 

Secretary 

Sister M. Brendan, R.S.M., R.N., B.S., 

St. Louis University School of Nursing, 
Saint Louis, Missouri 


Members 

Sister M. Livina, R.N., B.S., Dir., School ot 
Nursing, 

Creighton Memorial St. Joseph’s Hospital, 
Omaha, Nebraska 

Sister M. Magdalene, O.S.F., R.N., M.A. 
Dir., School of Nursing Education, 

St. John’s Hospital, Springfield, Illinois 


*Additional members to be announced later. 
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COMMITTEE ON THE SMALL 
SCHOOL OF NURSING 
Officers 


Chairman 

Mother M. Carmelita, RS.M., R.N., B.S., 
Assistant to Provincial, 

Motherhouse, Sisters of Mercy, Cincinnati, 
Ohio 

Secretary 

Sister M. Eusebia, R.N., 

Saint Francis Convent, Dubuque, Iowa 
Associate Editor of HOSPITAL 
PROGRESS 

Sister Priscilla, O.S.F., R.N., B.S., 
St. Joseph’s Hospital, Joliet, Illinois 
Members* 
Sister Elizabeth Seton, R.N., Dir., School of 
Nursing, 
Halifax Infirmary, Halifax, Nova Scotia, 
Canada 


COMMITTEE ON STAFF PREPARA- 
TION FOR THE SCHOOL 
OF NURSING 
Officers 
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College of St. Catherine, Saint Paul, Min- 
nesota 
Members 
Sister Aloysius Molloy, Ph.D., Dean 
Saint Theresa’s College, Winona, Minnesota 


Sister M. De Chantal, S.S.M., R.N., AM., 


Director, School of Nursing, 
St. Mary’s Infirmary, Saint Louis, Missouri 


COMMITTEE ON STAFF TERMI- 
NOLOGY FOR SCHOOL OF 
NURSING FACULTY 
Officers 

Chairman 

Sister M. Athanasia, SSM., R.N., AM., 
Director, St. Louis U. School of Nursing, 

St. Mary’s Unit, Saint Louis, Missouri 


Secretary 

Sister M. Barbea, R.N., B.S., Dir., School of 
Nursing, 

St. Elizabeth’s Hospital, Lafayette, Indiana 


Members* 
Sister M. Catherine, 
Convent Ancilla Domini, 
diana 


Donaldson, In- 


Secretary 





Sister M. Charles, C.C.V1., R.N., 
St. Joseph’s Hospital, Fort Worth, Texas 
Associate Editor of HOSPITAL 
PROGRESS 
Sister M. Euphrasia, O.S.F., R.N., B.S., Su- 
perintendent of Nurses, 

Georgetown University Hospital, Washing- 
ton, D. C. 

Members 

Mother M. Carmelita, R.S.M., R.N., Assis- 
tant, Mother Provincial, 

Sisters of Mercy, Cincinnati, Ohio 

Sister M. Digna, O.S.A., R.N., B.S., Super- 
intendent of Nurses, 

St. Agnes Hospital, Fond du Lac, Wisconsin 

Sister M. Evangelist, R.S.M., R.H., Super- 
intendent of Nurses, 

St. Edward’s Mercy Hospital, Fort Smith, 
Arkansas 

Sister M. Gilbert, S.S.J., R.N., 

Trinity Hospital, Jamestown, North Dakota 

Sister M. Giles, R.N., B.S., Sup’t. of Nurses, 

St. Joseph’s Hospital, Kansas City, Missouri 

Sister Gregory, R.N., A.B., Sup’t. of Nurses, 





Chairman 

Sister M. Berenice, O.S.F., R.N., M.A., In- 
structor, Nursing Education, 

Catholic University of America, Washing- 
ton, D. C. 

Secretary 

Sister M. Conchessa, S.S.J., R.N., M.A., 
structor, Nursing Education, 


Chairman 
In- 


"Additional members to be announced later. 


COMMITTEE ON 
RELATIONS 


Officers 


Mother M. Audet, R.H., R.N., Superior, 
Hotel Dieu, Campbellton, N.B., Canada 


*Additional members to be announced later. 


Ponca City Hospital, Ponca City, Oklahoma 

Sister M. Helen, R.S.M., R.N., B.S., Su- 
perior, 

Mercy Hospital, Baltimore, Maryland 

Sister M. Immaculata, R.N., Superintendent 
of Nurses, 

St. Peter’s Hospital, Albany, New York 

Sister M. Placide, R.N., 

Mercy Hospital, Pittsburgh, Pennsylvania 
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PRAIRIE PROVINCES CONFERENCE, C.H.A. 

The Prairie Provinces Conference of the Catholic Hospital 
Association held its annual meeting at St. Paul’s College, 
Winnipeg, Man., Canada, on September 6 and 7. 

The convention opened with Holy Mass celebrated by His 
Excellency Archbishop.A. Sinnott and a sermon by Rev. H. 
Bourque, S.J., spiritual director of the Conference. At the 
opening meeting, addresses of welcome were made by His 
Excellency, the Archbishop, Mayor R. H. Webb, and Dr. 
James McKenty. Mother Laberge then made her presidential 
address. 

Rev. Alphonse M. Schwitalla, S.J., led the first afternoon 
discussion on Hospital Problems. On the second day of the 
convention, papers and addresses were as follows: Malta 
Fever, by Dr. L. Benoit; Teaching of Nursing in Schools of 
Nursing, by Rev. J. E. Cahill, D.D.; Recordkeeping Without 
the Aid of Interns, by a Sister of Providence, Moose Jaw, 
Sask.; Activities of the Maritime Conference, C.H.A., by a 
representative of that conference; and The Periodic Payment 
Plan for Hospital Care, by Sister Immaculate, Lethbridge, 
Alta. 

New officers of the Conference were chosen as follows: 
President, Rev. Sister Mead, St. Paul’s Hospital, Saskatoon, 
Sask.; First vice-president, Rev. Sister Mann, St. Boniface 
Hospital, St. Boniface, Man., Canada; Second vice-president, 
Rev. Sister Mary of Jesus, Misericordia Hospital, Winnipeg; 
Secretary, Rev. Sister Berthraume, St. Boniface Sanatorium, 
St. Vital, Man.; Treasurer, Rev. Sister St. Albert, St. Joseph’s 
Hospital, Winnipeg, Man.; Councilors, Rev. Mother Laberge, 
General Hospital, Edmonton, Alta.; Rev. Sister Mary Clotilda, 
Moose Jaw, Sask.; Rev. Sister Mary Daniel, Lethbridge, Alta. 
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MONTANA CONFERENCE, C.H.A. 

The first meeting of the Montana Conference of the Cath- 
olic Hospital Association was held October 8 and 9 at Great 
Falls, Montana. 

The Conference opened with Holy Mass and a sermon by 
Most Rev. Edwin V. O'Hara, bishop of Great Falls. At the 
first meeting, presided over by Sister M. Wilhelmina, R.N., 
Ph.G., B.S., Mother Gaudentia, R.N., extended greetings to 
visitors and the chairman spoke on Organization, and Sister 
M. William, R.N., of Miles City, discussed the Relation of 
Nurses’ State Board Rulings to Hospital and Nursing-School 
Administration. 

On Friday afternoon, Rev. James M. Brogan, S.J., presented 
the Ethical Reasons for a Code of Catholic Hospitals. A 
meeting was held at 2 p.m., under the auspices of the Colum- 
bus Hospital Guild with Mrs. O. F. Wadsworth, president, 
in the chair. The Aims and Purposes of the Hospital Guild 
were presented by Mrs. Warren Toole, the first president. 
The Possibility of Obtaining College Credits for Nurses Who 
Complete Training was discussed by Rev. J. A. Rooney, pres- 
ident of Great Falls College. This meeting was followed by 
a tour of the city. At 7:30 p.m., Sister Magdalene of Provi- 
dence, R.N., discussed Possible Means of Curtailing Expenses. 
A group discussion followed. 

The following numbers appeared on the program Saturday 
morning: Increased Efficiency in Hospital Collections, by 
Sister M. Jeanette, Billings; Why a Central Food Service?, 
by Miss Clara Palan, B.S.; Curriculum in the School of 
Nursing, by Sister Mary, R.N., B.S., Spokane; Group Dis- 
cussion: Contract Work in Hospitals, by J. H. Irwin, M.D.; 
Hospitals and the N.R.A., by H. J. McGregor, M.D. 
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THE FIRST MEETING OF THE MONTANA CONFERENCE OF THE CATHOLIC HOSPITAL ASSOCIATION 


Held September 8 and 9, 1933, at Columbus Hospital, Great Falls, Montana, u 


tue au_pices of His Excellency, The Most Reverend Edwin V. 


O’Hara, Bishop of Great Falls. 


The program for Saturday afternoon was: Advantage of a 
Catholic Hospital Association, by L. W. Allard, M.D., K.S.G.; 
Why a Nurse Should Participate in Parish Activities, by 
Miss Marian Marks; Problems of Small Hospitals and Nurs- 
ing Schools, by Sister Pascal, R.N., R.T.; Personality in 
Nursing, by Sister Germaine Joseph, R.N.; Group Discussion. 


WISCONSIN CONFERENCE, C.H.A. 


The annual meeting of the Wisconsin Conference of the 
Catholic Hospital Association was held in Green Bay, Oc- 
tober 4 and 5, 1933. The session followed immediately those 
of the State Nurses Association and the State League of 
Nursing Education, which convened there October 2, 3, and 4. 

The program followed three general topics: The Hospital, 
the Center of Social-Medical Welfare; Financial Interests 
and Problems of the Hospitals; the School of Nursing in the 
Catholic Hospital. The topics of the first afternoon, presented 
by members of the Green Bay Apostolate, gave the delegates 
a broad analysis of the extent of relief work done in Catholic 
hospitals of the state, while expressing at the same time the 
hope that this relief work had been wisely done and carefully 
investigated. In the regrettable absence of the diocesan di- 
rector of the Apostolate, Rev. Henry Head, his paper was 
read by Mrs. Catherine MacCloskey, Papal countess and 
executive secretary of the Green Bay Apostolate. 


At the session on Thursday morning the delegates were 
welcomed to the convention by the Bishop of Green Bay, 
His Excellency Paul P. Rhode; by the honorable John Diener, 
mayor; by Dr. Arthur McCarey in behalf of the hospital and 
school, and by Miss Stella Flatley, president of the Catholic 
Women’s Club. The greetings were followed by the two pro- 
gram participants, Dr. James Sargent, of Milwaukee, and 
Sister M. Victoria, of Ashland. Dr. Sargent, who explained 
the technicalities of some of the plans now operating under 
the name of contract-insurance for hospitals, stated that the 
medical profession is opposed to all such moves which may 
endanger the individualism of the doctor, the patient, or the 
hospital. Sister Victoria enumerated a variety of measures 
used by hospitals in meeting the economic emergencies of 
the past years. 

The afternoon meeting, a closed one for the delegates and 
advisory board, heard from Sister M. Marcelline, director 
of St. Mary’s School of Nursing, Madison, a careful and 
illuminating analysis of the course in religion in the school 
of nursing. This was ably discussed by Father Vorman, 
chaplain of Mercy Hospital, Janesville, and Father Raphael, 
O.F.M., chaplain of St. Mary’s Hospital, Green Bay. An 
analysis of methods providing for student rotation and clin- 
ical experience was presented by Sister M. Augusta of St 
Joseph Hospital, Milwaukee. The question of the use of the 


WISCONSIN CONFERENCE OF THE CATHOLIC HOSPITAL ASSOCIATION, HELD AT ST. MARY’S HOSPITAL, GREEN BAY, WISCONSIN, 
OCTOBER 4 AND 5, 1933 
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Front Row (left to right): Dr. 


Conference, C.H.A.; Mr. W. 


Back Row (left to right: Mr. S. H. Curran, Yorkton, Sask.; Mr. J 
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SECOND BIENNIAL CONVENTION OF THE CANADIAN HOSPITAL COUNCIL MEETING, WINNIPEG, MANITOBA, CANADA 
G. F. Stephens, Winnipeg, Man.; Dr. A. L. C. 
J. H. Ray. Montreal, Que.; Rev. Sister Immaculata, Lethbridge, Alta.; Rev. Sister St. Elizabeth, London, Ont 

Williams, M.D., Boiestown, N. B., Maritime Conference, C.H.A.; Dr. Harvey Agnew, Toronto, Ont.; Dr. F. W 
Allaire, Montreal, Que., La Conference des Hospitaux Catholique de la Province de Quebec; Rev 
R. Chenoweth, Montreal, Que.; Mr. LeonardShaw, Saskatoon, Sask.; Dr. G. G. Williams, Saskatoon, Sask. 
; . H. Metcalfe, Portage la Prairie 
Committee on Finance; Rev. R. Durocher, Montreal, Que., La Conference des Hospitaux Catholique de la Province de Quebec; 
Ont., Ontario Conference, C.H.A.; Rev. Alphonse M. Schwitalla, S.J., St. Louis. Mo. 
Henri Bourque, S.J.; Mr. J. M. Coady, Vancouver, B. C.; Rev. Canon Chamberland, Quebec, Que., La Conference des Hospitaux Catholique de la 
Province de Quebec; Dr. A. F. Anderson, Edmonton, Alta; Mr. R. Fraser, Armstrong, Kingston, Ont.; Dr. F. C. Middleton, Regina, Sask.; Dr. E 






Gilday. Montreal, Que.; Rev. H. G. Wright, Inverness, . S.; Mr 
Ontario Conference, C.H.A.; Rev. R. J 

Routley, Toronto, Ont.; Rev. Mother 
Mother Laberge, Edmonton, Alta., Prairie Provinces 
Man.:; Rev. Georges Verreault, Ottawa, Ont 
Rev. W. Smith, Toronto 
C.H.A., Acting for the Rev 


Prairie Provinces Conference 


A 


Clark, Toronto, Ont.; Major Oliver, D.P.N.H., Winnipeg, Man.; Mr. J. H. McVety, Vancouver. B. C. 
Sister Campion, a delegate of the Ontario Conference, C.H.A., and Sister Mary of Jesus, a delegate of the Prairie Provinces Conference, C.H.A., are 


nurse aid or attendant in the hospital was ably handled by 
Sister De Sales of Manitowoc, Wis. 

The meeting closed with reports from the committee on 
resolutions and nominating committee and the following 
officers were elected for 1933-34: 

President, Sister M. Felician, director, St. Joseph School 
of Nursing, Milwaukee; First Vice-President, Sister M. Beata, 
registrar, St. Francis Hospital, La Crosse; Second Vice-Pres- 
ident, Sister M. Victoria, director of the school of nursing, 
St. Joseph Hospital, Ashland; Secretary-Treasurer, Sister M. 
Marcelline, director of the school of nursing, St. Mary’s Hos- 
pital, Madison. Directors: Sister M. De Sales, superior, Holy 
Family Hospital, Manitowoc; Sister M. Digna, director, 
school of nursing, St. Agnes Hospital, Fond du Lac; Sister 
St. Emily, director, school of nursing, Misericordia Hospital, 
Milwaukee. 

The 1934 meeting of the Conference will be held at Mil- 
waukee. 


THE SECOND BIENNIAL MEETING OF THE 
CANADIAN HOSPITAL COUNCIL 


The Canadian Hospital Council, at its second meeting held 
at Winnipeg September 7, 8, and 9, advanced the cause of 
hospitalization in Canada in a remarkable manner. The agenda 
for this meeting was very well organized. Besides the official 
reports and general Council business, the following committee 
reports were presented for discussion and approval: Report 
of the Committee on Hospital Legislation, on Construction 
and Equipment, on Public Relations, on Problems of Small 
Hospitals, on Finance, on Administration and Statistics, and 
on Research. Discussions of September 9 focused on the 
general subject of “Relations Between the Medical Professor 
and the Hospital,” and in addition on the final business of 
the meeting, resolutions, election of officers, etc. 

The codperation of the Council’s committees in the prep- 
aration of their various reports was most generous. These re- 
ports were most extensive and certainly bespeak for the 
Canadian Hospital Council an understanding of the many in- 
terrelationships of hospital activity. A substantial contribution 


not included in the official photograph. 








to the hospital literature has been made through these ex- 
cellent Committee Reports. 

Special acknowledgment is due to Dr. G. Harvey Agnew 
and Dr. Fred W. Routley for their effective work in the prep- 
aration of this meeting. Representatives of all constituent 
agencies were present. The delegates of the Maritime Confer- 
ence, Ontario Conference, Prairie Provinces Conference, and 
the Quebec Conference of the Catholic Hospital Association 
participated in the program of the Council. The Reverend 
Canon Chamberland of Quebec and Father R. Durocher, S.J., 
of Montreal, delegates of the Quebec Conference, contributed 
generously and effectively to the deliberations of the Council. 
To Father Alphonse M. Schwitalla, S.J., was graciously ex- 
tended the courtesy of acting for Father H. Bourque, S.]J., 
who was seriously ill. Father Georges Verreault was a mem- 
ber of the Committee on Finance, Father Robert J. Williams 
was Chairman of the Committee on Public Relations, while 
Father Wilfred Smith assisted in the preparation of the 
Report on Hospital Legislation. Unfortunately Mother Audet 
of Campbellton, New Brunswick, Second Vice-President of 
the Council, was unable to be present. 

The election of officers for the ensuing period took place on 
Saturday, September 9, and resulted in the following: Presi- 
dent, Dr. F. W. Routley, Toronto; First Vice-President, W. 
R. Chenoweth, Esq., Montreal; Second Vice-President, Rev- 
erend Mother Allaire, Montreal; Secretary-Treasurer, Dr. G. 
Harvey Agnew, Toronto. Executive Committee: Leonard 
Shaw, Esq., Saskatoon, J. M. Coady, Vancouver. 

Chairman of study committees will be appointed later. Rev- 
erend Father Verreault of Ottawa was appointed to the In- 
ternational Committee on Accountancy. 


Dental Clinic at Hospital 

St. Joseph’s Hospital Children’s Clinic, Milwaukee, Wis., 
opened a dental department on September 11. Twelve children 
are cared for each morning from 9 to 12. Twenty dentists 
have volunteered their services, two dentists working each 
morning. A graduate nurse is also in attendance. A general 
clinic, accommodating 30 to 40 children, is held each week. 
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ST. CHARLES’ HOSPITAL, ST. HYACINTHE, QUEBEC, CANADA 


St. Charles’ Hospital, St. Hyacinthe, 


Quebec, Canada 
Sister Sansoucy, R.N. 


HE Sisters of Charity, commonly called “Grey Nuns,” 
whose mother house is in St. Hyacinthe, ever ready to 
perform philanthropic works, started in 1901, in the 
heart of this city, the institution now called “St. Charles’ 
Hospital.” His Excellency, L. Z. Moreau, then Bishop of St. 
Hyacinthe, sponsor of the project, charged Very Rev. Canon 
Charles A. Beaudry with its success. From Canon Beaudry 
the hospital received its name. 
The doctors of the city gave their full approbation to the 
institution and all of them codperated to make of it, as much 
as possible, a hospital modern in every respect. A course of 


nursing was inaugurated in March, 1925, the new school be- 
ing then recognized and approved by the Association of 
Nurses of the Province of Quebec. 


The New St. Charles’ Hospital 
Owing to an urgent demand for the extension of the hos- 
pital, the Community of the Sisters of Charity secured 
from the Seminary of St. Hyacinthe a site 600 by 1,000 ft. 
It is situated in the outskirts of the city, with a beautiful 
view in every direction, plenty of fresh air, and advantages 
of the city without its inconveniences. 


CHAPEL, ST. CHARLES’ HOSPITAL 
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The hospital is a five-story, modern, fireproof building of 
brick, with stone trimmings. The plant cost approximately 
$628,998. Its dimensions are: the niain building, 243 by 54 
by 60 ft.; the solarium, 31 by 45 by 60 ft. (there are four 
of them); the north wing, 157 by 54 by 70 ft.; the boiler 
room and the laundry (a building apart from the hospital), 
105 by 52 by 23 ft., the coal closet being 31 by 43 by 12 ft. 

The blessing of the new St. Charles’ Hospital took place 
June 5, 1930. His Excellency F. Z. Decelles, bishop of St. 
Hyacinthe, conducted the ceremonies. 

The personnel of the hospital is under the management of 
29 Nuns. There are 32 nurses, 24 helpers, 3 orderlies, and 12 
employees. The hospital has its own laundry, makes its own 
ice, has its own power house. There is an electric passenger 
elevator, also a freight elevator. The hospital has 125 beds 
and 10 bassinets. 


Floor Arrangements 

On the first floor of the main building are the business 
offices, telephone booths, eye, ear, nose, and throat depart- 
ment, dispensary, private rooms for the chaplain and other 
priests. 

On the second floor of the main building are the men’s pub- 
lic wards, semiprivate and private rooms, and on the third 
floor are the same arrangements for women patients. The 
fourth floor is devoted to medical service. 

At the east end of this last floor, there is the maternity 
department with its nursery. At the west end are concentrated 
the scientific workrooms, the major and minor operating 
rooms, and the sterilizing rooms. The lights of the operating 
rooms are such that the shadows are practically eliminated. 
Here are also the X-ray, laboratory, and physical-therapy 
departments. 

Each floor of the main building has an electric kitchenette 
equipped with all culinary necessities. 


The North Wing 

The basement of the main building and of the north wing 
contains a workshop for the Nuns and a storeroom. 

On the first floor of the north wing there are five dining 
rooms for the Sisters, the nurses, the helpers, and one for 
the employees. The general kitchen (70 by 30 ft.), is equipped 
with the most modern culinary devices. Adjacent to it are 
seven refrigerators. 

On the second floor is the Sisters’ cloister with the hall for 
spiritual exercises. 
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CHARLES’ HOSPITAL 


On the third floor is the chapel, which has a seating capacity 
of 250 persons. 

The fourth floor is exclusively the nurses’ home, with its 
homelike atmosphere. This department contains also an audi- 
torium, classroom, domestic-science, and parlor room, It is the 
last word in completeness. The nurses’ home can accommodate 
50 girls. 

The fifth-floor rooms are for helpers and general usage. 


SISTER M. ETHELDREDA* 
We mourn thy passing, yet who will have said 
That only grief survived thee having died ? 
Nor should we always mourn thee — even dead 
Who shall in God’s eternity abide. 
For what will be our joy in future years 
When thoughts of thee shall come as dawn to night 
And help to ease our burden, dry our tears, 
Dispelling gloom and darkness with their light ? 
For love is like a sacred torch which lends 
Its brightness to the hearts of loving men, 
A light that seldom falters, never ends, 
Till heaven claims its sharers, when again 
It burns with all the love that God can give 
With all eternity in which to live. 

H.R.B 


*Written in memory of Sister M. Etheldreda, superintendent of the nursing 
school at Mercy Hospital, Pittsburgh, Pa., who died September 1. The poem 
was written by a student of Duquesne University with which the Mercy 


School of Nursing is affiliated. 
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AN IMPRESSIVE COMMENCEMENT 

On September 5, His Excellency, Bishop Paul P. Rhode, 
presented diplomas to fourteen graduates of St. Mary’s School 
of Nursing, Green Bay, Wis. The graduates and their friends 
will cherish the words of wisdom from the lips of their be- 
loved Bishop. That they have been trained to know the im- 
port of His Excellency’s admonitions is apparent from the 
valedictory address of one of the graduates, Miss Mildred 
Toseland, whose words speak eloquently for the necessity of 
Catholic nursing education. Her address was as follows: 

Eagerly — at times impatiently — we have looked forward 
to this event. It is a pivot point in our lives! Now, however, 
it comes to us with force that every great joy has its counter- 
point of sorrow and sadness. Our hearts well up with that odd 
co-mingling of being glad and of being sad, now that we have 
come to the fork in the road. Certain it is that the cherished 
memories of our dear Santa Maria will linger longest in our 
hearts. 

It perhaps need not be said again that the art of caring for 
the sick requires something more than a mere education, spe- 
cialization, and skill. Classroom, sickroom, operating room — 
few other vocations demand such a degree of personal sacrifice 
and unselfish love as that of nursing. Here, at St. Mary’s un- 
der the tender guidance of the devoted Sisters, we have 
learned to follow the dictates of our own Christian hearts and 
minds — to look beyond the suffering body, to discover the 
soul of the sick; and to behold Christ in suffering humanity, 
and in the blessed opportunity to minister to them. And over 
it all, and always, the rainbow of Christ’s own assuring words: 
“As long as you do it to the least of these My brethren, you 
do it unto Me.” 

The Catholic hospitals in America have met the highest 
standards of education and training, nursing and loving care 
of the sick, as well as in physical equipment and hospital 
technique. To maintain these standards the schools of nursing 
education are making rapid progress toward the realization of 
the collegiate ideal. And it is not without due filial pride that 
we claim our St. Mary’s as a leader toward this goal. By 
raising its educational requirements, our dear Alma Mater 
has, for the past three years, been affiliated with Loyola Uni- 
versity of Chicago, and Mount Mary College of Milwaukee. 

The advantages of college affiliation are innumerable; but, 
of course, a mere affiliation is insufficient. We find our world 
in dire need of Catholic leadership and Catholic action. Who, 
besides those of our own faith, can foil the modern philos- 
opher who according to the theory of Sir James will say, “The 
bald fact is, I believe in everything that is material, God is 
not material; I cannot perceive Him with my senses, there- 
fore, I do not believe.” Or who will defend the “innocence” 
against the treacherous teachings of modernists, or prove ac- 
cording to the laws of science and medicine the existence of 
the human immortal soul? 

As one cautiously treads the annals of history on down 
through the ages, a perturbed echo assails the ear. This sound 
from the distance steadily increases in tone and volume: it 
surges on like turbulent flood waters, clamoring on its unruly 
course, rapidly gaining in depth and intensity, until it bursts 
upon the twentieth century, proclaiming higher education and 
college degrees for the “Century of Progress”! 

Fortified by daily Mass and frequent use of the sacra- 
ments, we have been taught to keep uppermost in our minds 
the spiritual and ethical values, the only meaningful values in 
life. By remaining faithful to the traditions of St. Mary’s, we 
shall find happiness and know success in our professional 
career. 

My Classmates! Let our watchword continue to be “Prog- 
ress”! Upward and onward! Not trailers, but leaders in the 
profession which has called us. Let us ever lift upward our 
ideals of faith, practices, and information. Our education must 
not stop here, it really has but commenced. Indeed, this day 
is called our “commencement”! We owe it to our parents 
who have spared no sacrifice at all to provide our education 
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and open a career to us. We owe it to our Alma Mater the 
value of which cannot be measured in terms of dollars, gold 
or silver. We owe it to our profession, and to ourselves to 
contribute our quota and more to the advancement of the 
art of nursing the sick. 

To our Directress of Nurses, to our instructors, and su- 
pervisors, we have an appreciation which cannot be expressed, 
for their personal interest and motherly devotion. God bless 
them all the days of their lives! 

To our devoted doctors who have given precious hours in 
the lecture room and to those who have given us gratuitous 
care in our own illnesses, we owe a tribute of gratitude which 
we may never discharge. 

We thank your Excellency our Bishop, the Reverend Clergy, 
our dear parents, doctors, Sisters, and friends, for honoring us 
with your presence this evening, at this ceremony which turns 
one page filled to expose another blank, and which means so 
much to all of us. As dutiful children, our hearts full of love, 
we pray that the Master may keep you Dear Mother Superior, 
and you dear Sisters, many and fruitful years in the service 
of St. Mary’s, and suffering humanity. 

May we, the class of 1933, ever prove to be 

Loyal, faithful, and true. 

And the Beils of St. Mary’s — long may they chime, 
Resounding, reéchoing, ’till they reach every clime. 


AN ORDER’S DIAMOND JUBILEE 

Sisters of the Poor of St. Francis, whose provincial house 
is at Hartwell, near Cincinnati, observed the diamond jubilee 
of their order’s establishment in the United States with a 
simple yet inspirational program, September 8, and rededi- 
cated themselves to their service for the sick poor and the 
aged accommodated in a score of hospitals and homes under 
their supervision throughout the United States. In all of the 
houses of the order throughout the United States, similar 
simple ceremonies were observed, including prayers and 
Masses for deceased and living benefactors of the order. 

Personal interest of Archbishop John T. McNicholas, O.P., 
in the work of the sisterhood was bespoken by Auxiliary 
Bishop Joseph H. Albers, who pontificated at the solemn 
Mass. 

Rev. Juvenal Berens, O.F.M., principal of Roger Bacon 
High School, St. Bernard, Ohio, cited the members of the Sis- 
ters of the Poor of St. Francis as exemplars of the unselfish 
service rendered by sisterhoods throughout the world. Mayor 
Russell Wilson, of Cincinnati, sent a congratulatory message 
expressing the interest of the city in the work of the Sisters 
and appreciating their service to the sick poor. Many staff 
members of St. Mary Hospital and St. Francis Hospital, in 
Cincinnati, and St. Elizabeth Hospital, Covington, Ky., all 
conducted by the order attended the ceremonies. 

The Sisters expressed their deep appreciation for all help 
given by benefactors living and deceased. They expressed re- 
membrance in particular for the late Mrs. Sarah H. Peter, 
who assisted them especially when they first came to Cincin- 
nati 75 years ago; to the late Reuben Springer, an early 
benefactor, and to the late Joseph Nurre who helped them 
when they acquired their present provincial house in Hart- 
well in 1898. The order now has 700 members in the United 
States. 

Death of Civil-War Nurse 

Sister Lauretta Maher, superior of La Sallette Academy, 
Covington, Ky., for 30 years and the last of the Sisters of 
Charity of Nazareth, Ky., who performed nursing services 
during the Civil War, died October 1, at the mother house of 
the order in Nazareth. She was a member of the community 
for 74 years. 

Several years ago, when the monument to the Nun nurses 
of the Civil War was erected in Washington, General R. B. 
Brown wrote a letter to Sister Lauretta, in which he stated 
that she had saved his life at the hospital through her efficient 
care. 
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Religious Order Honors Physician 

Dr. Raymond P. Sullivan, surgeon-in-chief of St. Vincent’s 
Hospital, New York City, was recently “affiliated” to the 
Brothers of the Christian schools. Rev. Brother Cornelius, 
provincial of the New York Province, at a dinner held in 
Dr. Sullivan’s honor at La Salle Military Academy, presented 
the diploma of affiliation which entitled the doctor to a par- 
ticipation in the spiritual advantages of all the good works 
performed by nearly 20,000 members of the order throughout 
the world. Dr. Sullivan has been associated with the Chris- 
tian Brothers for nearly 40 years. 

Death of Physician 

Dr. Ray M. Means, staff physician at SS. Mary and 
Elizabeth Hospital, Louisville, Ky., died on September 17 at 
the hospital, following a long illness. 

Death of Nursing Sister 

Sister Ludmilla Grimmig, a member of the Sisters of St. 
Francis for 45 years, died September 4 at the mother house 
in Riverton, Ill. She had been stationed at various institu- 
tions of the order, her last assignment being at St. Clara’s 
Hospital, Lincoln, Il. 

Hospital Chaplain Dead 

Rev. John C. Heitmann, O.F.M., chaplain of Mercy Hos- 

pital, Hamilton, Ohio, died recently. He was 74 years old. 
Death of Mother General 

Mother M. Gabriel, mother general of the Franciscan Sis- 
ters of the Immaculate Conception, died suddenly on August 
29 at the convent adjacent to St. Anthony’s Hospital, Rock 
Island, Ill. She had been suffering from a heart ailment for 
the past several months, but her condition had not been con- 
sidered serious and death came unexpectedly. 

Mother Gabriel’s record of hospital work was a long and 
faithful one. In March, 1902, 31 years ago, she entered the 
community. It was largely through her efforts that the pres- 
ent building of St. Anthony’s Hospital was constructed in 
1918. 

At a recent meeting of the Franciscan Order, held at the 
hospital, Sister M. Christopher was elected to succeed Mother 
M. Gabriel. Mother Christopher formerly was an assistant 
to Mother Gabriel, and has been at St. Anthony’s Hospital 
for several years. 

Receives New Appointment 

Mother M. Patricia, of St. Joseph’s Hospital, Galahad, 
succeeds Mother M. Pascal as superior of St. Joseph’s Hos- 
pital, London, Ont., Canada. Mother Patricia went to Galahad 
in 1927, while the hospital was still under construction, and 
since its opening on September 3, 1928, has labored unceasingly 
in organizing it into an up-to-date institution. 

A Completed Life 

Sisters, nurses, alumnae, and all who knew Sister Mary 
Etheldreda, superior and superintendent of the nursing school 
at Mercy Hospital, Pittsburgh, Pa., are mourning her death, 
which occurred September 1. 

Sister Etheldreda was Miss Ann Ermire, of Wilmore, Pa. 
She made her religious profession in the Order of Mercy in 
1890. After teaching in the parochial schools for seven years, 
she entered the nursing school of Mercy Hospital from which 
she graduated in 1900 and then studied pharmacy, becoming 
a licensed pharmacist in 1905. 

She organized the Mercy Alumnae because of her great in- 
terest in the graduates whose training she had supervised. Her 
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activities extended to the State Nurses’ Association and the 
League of Nursing Education. In 1924, the University of 
Pittsburgh conferred upon her an honorary degree of Master 
of Arts. 

After solemn requiem services at Mercy Hospital, Sister 
Etheldreda was laid to rest in the Sisters’ cemetery at St. 
Xavier Academy, Latrobe, Pa., where she had received her 
academic education. 

Sister’s Golden Jubilee 

On October 3, the Daughters of Charity of St. Vincent de 
Paul observed the golden jubilee anniversary of Sister M. 
Joseph, of St. Vincent’s Hospital, Indianapolis, Ind. With the 
exception of four years, 1905-09 which she spent as superior 
of St. Mary’s Hospital, Evansville, Ind., Sister Joseph has 
been stationed at the Indianapolis hospital since 1883. 

Nursing Sister Dies 

Sister Raymond Weber, O.S.F., a nurse at St. John’s Hos- 
pital, Springfield, Ill., died at the hospital recently. Sister 
Raymond, who was a native of Illinois, entered the Order 
of the Hospital Sisters of St. Francis in Springfield in 1894, 
and in 1896 made her first vows. 

New Superior 

Sister M. Esther, who has been connected with St. Peter's 
Hospital, Albany, N. Y., since 1925, has been appointed su- 
perior of the institution. She succeeds Mother M. Leo, a 
former superior general of the Sisters of Mercy in the diocese, 
who has been transferred to the faculty of St. John’s Acad- 
emy, Rensellaer. 

Veteran Religious Dead 

On September 12, Sister M. Mathilda died at Providence 
Hospital, Oakland, Calif., at the age of 70 years. She had 
spent 48 years as a religious of the Sisters of Charity of 
Providence, much of this period being devoted to nursing in 
the community’s hospitals in the western states. 

Prominent Surgeon Dead 

Following seven difficult major operations performed by 
him the day previous, Dr. Robert B. Drury, well-known sur- 
geon of Columbus, Ohio, died suddenly on August 26 from 
heart disease. Dr. Drury, who had practiced medicine in 
Columbus for the past 27 years, was chief of the surgical 
staff of Mt. Carmel Hospital and chief of the staff at St. 
Ann’s Hospital. He was also a member of the surgical staffs 
of several other local hospitals. 

Another War Nurse Dead 

Sister Florentia Downs, of the Sisters of St. Joseph of 
Carondolet and a volunteer nurse in the Spanish-American 
War, died recently, following four years of illness. She was 
buried in Calvary Cemetery, St. Paul, Minn., with military 
honors. Sister Florentia, who was born in Minnesota, was one 
of five volunteer Sisters of her Order to leave St. Paul to 
minister to the troops in 1898. 

Sister Visits Holy Land 

On September 9, Rev. Mother Marie de la Ferre, superior 
of Hotel Dieu Hospital, Windsor, Ont., Can., left on a pil- 
grimage to the Holy Land and a visit to Rome. 

A Traveling Hospital 

A traveling hospital has recently been put into service on 
the Canadian National Railways in northern Ontario between 
North Bay and the Manitoba boundary, which will serve a 
huge territory that has heretofore been without hospital 
facilities of any kind. 

The hospital consists of a car, specially designed by the 
railway company and turned over to the Red Cross Society 
for maintenance. The Red Cross also provides the staff, and 
the railway company furnishes transportation from point to 
point without charge. 

Another service maintained by the railway company is a 
first-aid instruction car, which is moved from point to point 
in the same way, carrying instructors who give lessons in 
anatomy and first aid to all who wish to attend. 
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Nursing School Raises Standards 

St. Joseph’s Hospital, Keokuk, Iowa, has increased the 
educational entrance requirements and expanded the curric- 
ulum. The number of students has been decreased from ten 
to six students. From 300 hours required during the first year, 
the number of hours have reached 350 during the preliminary 
period of four months. 

For spiritual improvement there are compulsory morning 
prayers to which have been added compulsory church attend- 
ance on Sundays for non-Catholics, who must either attend 
holy Mass in the hospital chapel or make arrangements to 
attend their own church services some time during the day. 
An annual retreat is held (this year it was held May 17-20) 
for student and graduate nurses. Non-Catholics are encour- 
aged to attend, but are not compelled to do so. The nurses’ 
Sodality has a Mass on their Communion Sunday followed by 
the recitation of the office of the Blessed Virgin, a regular 
business meeting, and a social period. 

Interesting Nurses’ Debate 

Preliminary students of St. Mary’s Hospital, Brooklyn, N. 
Y., recently debated on the proposition, “Resolved, that mili- 
taristic discipline should be effective in modern schools of 
nursing.” An interesting feature of the debate was an open 
forum, in which students and members of the graduate staff 
presented arguments pro and con. Hon. John Haggerty, chair- 
man of the judges, who delivered a brief address on militaris- 
tic discipline, announced a 3 to 2 vote in favor of the affir- 
mative side of the debate. 

Hospitals Named in Will 

Through the will of the late Richard Witterstaetter, Cin- 
cinnati florist, who died on May 19, St. Francis and St. Mary 
Hospitals, both located in Cincinnati, will receive $3,000 each. 

Extensive Remodeling Program 

Several improvements have been made recently at St. 
Francis Hospital, Peoria, Ill. The dietary department has been 
extended and completely remodeled, and is now connected 
with the general kitchen. A new contagious department, en- 
tirely separate from the main part of the building, has been 
added. A patient’s room, with adjoining guest room and sun 
parlor, has been refurnished by the staff, and a number of 
other rooms have also been remodeled and refurnished. The 
obstetrical department has been remodeled, and, in connec- 
tion with this ward, there is a new milk laboratory. 


A Medical-Mission Celebration 

The program committee of the Catholic Medical Mission 
Board, New York City, recently issued an advanced plan 
for the celebration of inauguration week, October 18-22, when 
the final completion and public opening of the new headquar- 
ters of the Board was held. High Mass at the headquarters 
opened the celebration on the Feast of St. Luke, the physi- 
cian-evangelist. The remainder of the day will be devoted to 
a reception of the clergy. There was an inspection of the 
headquarters, and all the various tactivities of the Board were 
fully explained. 

Japanese Appreciate Hospitals 

A letter, expressing praise and appreciation of two Catholic 
tubercular institutions of Tokyo, Japan, was recently received 
by the Holy Father. The communication was signed by Dr. 
Tazawa, director of the Tokyo Municipal Hospital, and 29 
doctors, 10 members of the administration, and 71 nurses, all 
non-Christians. 

In 1927, Rev. Joseph Flaujac, of the Paris Foreign Mission, 
accompanied by young men of the St. Vincent de Paul Society, 
began weekly visits to the Tokyo Municipal Hospital. Here, 
he discovered that a number of patients suffering from tuber- 
culosis, on being discharged from the hospital, committed sui- 
cide, and others died in misery. To save these sufferers, he 
opened “Bethany” and, shortly afterward, “Nazareth,” one 
institution for men and one for women. Since then several 
Japanese have expressed their interest and appreciation in the 
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undertaking with generous gifts. Last year, the emperor him- 
self, donated 5,000 yen. 
The Nurses’ Fine Character 

Thirty-five nurses received diplomas recently at St. Mary’s 
Hospital, Rochester, N. Y. On Sunday Morning the class 
attended Mass and received Holy Communion in a body. In 
the course of the baccalaureate sermon, Rev. Wm. Mahoney 
C.M., of Niagara University, said the nurse who will suc- 
ceed is “A nurse who stamps the technique of her owkr with 
the impression of her fine character so that people will recog- 
nize it as her doing and seek her out.” He urged the nurses 
to take as their model Christ “who went about doing good.” 

Benefit Hospital Festival 

Good Samaritan Hospital, Cincinnati, held the annual 
Marydale Garden Féte September 30 to October 1. The fes- 
tival provides funds for charity work at the hospital, which 
totals $250,000 annually. 














My Requirements for the Sister Nurse in the Operating Room 
Wm. T. Coughlin, M.D., Director, Department of Surgery, 
St. Louis University School of Medicine, St. Louis, Mo. 
The Content of the Nursing-School Curriculum 
Sister M. Olivia, O.S.B., R.N., M.A., Director of Nursing 
Education, Catholic University of America, Washington, D. C. 
Government Subsidies and Hospital Service in Canada 
The Reverened Georges Verreault, O.M.I., Auditor, Ottawa 
University and Ottawa General Hospital, Ottawa, Ont., Can.; 
Member, Committee on Hospital Finance of the Canadian 
Hospital Council; Member of the Committee on the Study 
of Hospital Finance, Catholic Hospital Association. 
Educational Aspects of the Curriculum of the School of Nursing 
Sister M. Claudia, S.S.J., M.A., Registrar, Nazareth College, 
Nazareth, Mich. 
Function of the Resident in Maintaining the Medical Standards 
Alphonse McMahon, M.D., Senior Instructor in Internal 
Medicine, St. Louis University School of Medicine, St. Louis, 
Missouri. 
Calcium Studies in Therapeutic Diets 
Sister M. Hilary, C.S.C., B.S., Dietitian in Charge, Mt. 
Carmel Hospital, Columbus, Ohio. 
The Drinker Respirator as a Means of Artificial Respiration 
Frank T. O’Connell, A.B., M.D., Instructor, School of Nurs- 
ing, St. Francis Hospital, Evanston, IIl. 
High-School Credentials 
Sister M. Lidwina, R.S.N., R.N., B.S., Director, School of 
Nursing, Mercy Hospital, Chicago, Il. 
The New Standard Nomenclature and the Medical Record 
System 
Edward T. Thompson, M.D., Administrator, School of 
Medicine, Indiana University, Indianapolis, Ind. 
The Instructional and the Administrative Staff 
Sister M. Olive, R.N., B.S., Director, School of Nursing, 
St. Mary’s Hospital, Minneapolis, Minn. 
How to Correlate Classroom Theory with Ward Practice 
Sister M. Camilla, R.N., Superintendent of Nurses, St. 
Vincent’s Hospital, Worcester, Mass. 
Psychiatric Nursing at the Johns Hopkins Hospital 
Bernadette A. Mullin, R.N., Supervising Nurse, Henry 
Phipps Psychiatric Clinic, Johns Hopkins University Hospital, 
Baltimore, Md. 
The Scholastic Record 
Sister M. Flavia, R.N., St. Vincent’s Hospital, Bridgeport, 
Conn. 
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“Wear-Ever’’ Services 


For Your 
Rooms 


and Wards 




















Bedside Pitchers, that are light to lift. Cups, Wash Basins, etc.... 
All made of Anodized* “Wear-Ever” Aluminum 


sheet aluminum. Seamless, they are easy to 
clean, and as safe for serving or holding 
food as china or glass. They are solid alumi- 
num, of course, and last a life-time. They 
are reasonably priced. 


Utensils used in patients’ rooms should be 
chosen with an eye to five things. Light 
weight, appearance, sanitation, long life and 
reasonable cost. 

Take the matter of lightness. Patient wants 


a drink... it is for just such as he that 
“‘Wear-Ever” Bedside Pitcher Number 952 
has been designed. It’s light, non-tipping 
and very easy to pour from. Use it, or any 
one of the several other “Wear-Ever’ Pitchers, 
in connection with the special ‘‘Wear-Ever” 
Hospital Drinking Cup, to provide ideal 
bedside drinking convenience. 

As to long life, all ‘“Wear-Ever” Utensils, 
as you know, are made from wrought, hard 


2 Qt. Bedside|2 
Pitc No. 952. | Pitcher. Suitable} 213. Light, well 
practica 
tipping, easy to| non-drip lid,|“ Wear- 


with cover. handle. breakable. 


t. Bedside|DrinkingCupNo. | Rectangular Tray. 
Nurses like their 
(at top) Light, | for all table use, | balanced, and, | lightness. Ano- 
ly non-| easy-pouring,|of course, being |dized, do nor 

i Ever” smudge linen. 

pour from, fitted | hand-fitting| Aluminum, un- | Many sizes, also 
round or oval. 


For information on ‘‘Wear-Ever” Alumi- 
num for hospital use, see your nearest supply 
house or write us. 


* “Wear-Ever” Aluminum meets the points 
of appearance and sanitation capitally. 
Today all ‘‘Wear-Ever” Special Hospital 
Equipment has been given a special elec- 
trolytic treatment known as anodizing. This 
gives surfaces a smooth, hard, satin-finish 
which will not stain linen or clothing. 


Griddle Cake|Thermo Service| Wash Basins. 
Covers. ‘‘Wear-|Covers. Keep| Light and deep 
Ever” because it} toast really hot. | —in ractical 
retains heat,|Used for single | sizes. Goodlook- 
makes them|dishes, or with/ing when you 
most practical. | Service Rings in | buy, they remain 
Wear for years. | stacks. attractive. 











Steam-Jacketed Kettle 
for Diet Kitchens 


Cooks food quickly and 
evenly. Empties easily, be 
cause it tilts easily. Conve- 
nient 10-quart size. 











Diphtheria Campaign Progressing 

Diphtheria is fast being eliminated from the list of diseases 
which annually take such a large toll among children of 
Chicago’s parochial schools, according to recent reports pre- 
sented by Dr. Louis D. Moorhead, medical director of the 
archdiocese of Chicago, and Dr. Herman N. Bundesen, pres- 
ident of the Chicago board of health. The report states that 
there has not been a death from diphtheria in 51 days, and 
only four cases occurred during the month. 

The campaign to stamp out diphtheria in Chicago began 
more than a year ago when at a conference with Cardinal 
Mundelein, Dr. Moorhead and Dr. Bundesen decided to ad- 
minister preventive treatment so that thousands of Catholic 
school children would be immune to the deadly germ. Previous 
to the drive, there were six or seven hundred deaths from 
diphtheria each year with 6,000 or 7,000 cases, and 90 per 
cent of these cases and deaths occurred in Catholic children. 

Hospital Movie Exhibited 

A large audience attended the first showing of the new hos- 
pital talking picture sponsored by the American College of 
Surgeons at John B. Murphy Auditorium of the College in 
Chicago, Ill. Scenes in the picture, which was made to show 
what modern hospital technique is, were taken in St. Joseph 
Mercy Hospital, Aurora, Ill. Following the premier, a copy 
of the film was presented to Dr. Franklin H. Martin, director- 
general of the college, who placed it in the archives of the 
college, where it will not be disturbed until the year 2033. 

Maternity Wing Dedicated 

St. Mary’s Hospital, Orange, N. J., in September, dedicated 
the new maternity unit, which was donated by a Sister of the 
hospital in memory of her mother. The new department, which 
occupies the entire third floor of the central wing of the 
hospital, includes an information and registration office, a 
nursery, and a small ward. The rooms completely encircle an 
airway outfitted with opaque windows. 

Sisters Manage Two More Hospitals 

The Sisters of St. Francis of the Congregation of Our Lady 
of Lourdes, on September 1, took over the management of 
the Wells Hospital and the Maternity Hospital at Cambridge, 
Ohio. This is the same order of Nuns that conduct the Mayo 
Hospital at Rochester, Minn. 

Within a few years, Cambridge citizens hope to establish 
a first-class, up-to-date hospital, with a capacity of 100 or 
125 beds, and since the arrival of the Sisters various plans 
have been submitted by which this can be accomplished. 

Annual Retreats for Nurses 

The annual retreats held at the mother house of the Fran- 
ciscan Sisters, Mt. Alvernia, Millvale, Pa., were attended by 
137 nurses of St. Francis Hospital, Pittsburgh, Pa. One re- 
treat opened August 29 and closed September 1; the other 
extended from September 1 to 4. 

Hospital Celebrates Anniversary 

On September 27, Most Rev. Joseph Schrembs, D.D. bish- 
op of Cleveland, pontificated at a solemn high Mass in St. 
Peters’ Church, which opened a three-day celebration com- 
memorating the founding, 25 years ago, of Mercy Hospital, 
Canton, Ohio. 

The hospital has an interesting history, which dates back 
to 1908, when Mrs. Rose Lang Klorer, succeeded in purchas- 
ing the former home of President McKinley. She presented 
it to the Diocese of Cleveland with the avproval of the late 
Rt. Rev. Ignatius Horstmann, D.D.., first bishop of Cleveland, 
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who invited the Sisters of Charity of St. Augustine to take 
charge. In 1931, the new six-story building was dedicated 
after a campaign for $350,000 had been oversubscribed by 
more than $150,000. 

Well-Organized Nurses’ Guild 

The Catholic Nurses’ Guild of Bombay, India, has recently 
launched an extensive program of activities to occupy the 
next six months. The aim of the Guild is to keep the nurses 
informed on relations between their religion and profession, 
although recreation is also given a prominent place. 

Bequests to Hospitals 

Mercy Hospital, Buffalo, N. Y., recently received checks 
and stock amounting to $3,500 through the will of the late 
George F. Berger, who, prior to his death, was a patient at 
the institution. 

St. Vincent’s Hospital, Portland, Oreg., recently received a 
generous bequest through the will of the late Ion Lewis, a 
non-Catholic of Portland, who died August 29. 

Commencement Activities 

The fourteenth annual commencement of the school of 
nursing of St. Joseph’s Hospital, Marshfield, Wis., was held 
on August 29. Activities began in the hospital chapel at 7 a.m., 
when, after Mass, the graduates received their school pins 
and were addressed by Rev. Joseph Graff, chaplain of the 
hospital. At later public exercises, Dr. P. F. Doege presented 
the diplomas. 

Annual Mercy Day Program 

During September, Mercy Hospital, Baltimore, Md., held 
the annual Mercy Day program. Lectures given during the 
morning session were delivered in the amphitheater of the 
hospital, and consisted of sixteen ten-minute talks by physi- 
cians and surgeons of the hospital. At the afternoon program, 
Dr. Maurice Pincoffs, professor of internal medicine at the 
University of Maryland and president of the staff of Mercy 
Hospital, was the principal speaker. His subject was “The 
Rise and Fall of Blood Pressure.” 

Nurses Meet 

A feature of the monthly meeting of the Ohio State’ Nurses’ 
Association, held at St. Elizabeth Hospital, Dayton, Ohio, 
during the week of September 24, was the demonstration of 
an artificial resuscitation by a first-aid instructor of the Day- 
ton Power and Light Company. More than 125 nurses, in- 
cluding Sisters and their guests, were present at the gathering. 

St. Vincent’s Alumnae Association 

The regular monthly meeting of St. Vincent’s Hospital 
Alumnae Association, Los Angeles, Calif., was held September 
6 in the nurses’ classroom. There were 42 members present. 
Announcement was made to the effect that a course in so- 
ciology or national affairs is being planned by Sister Helen, 
to be given every Monday night in the hospital classroom, 
under the direction of Miss Mary Stanton, of the Child Wel- 
fare Bureau. The nurses who take this course will receive 
credit for their work. A member of the educational committee 
also suggested a course in “newer things in medical nursing,” 
to be given each month after the regular meeting. The plan 
met with unanimous approval. 

All the members were invited to attend a musical program 
and lecture with motion pictures of Mr. George Allan Han- 
cock’s recent trip to the South Seas, which was held on 
October 18 at the hospital. In honor of the feast day of 
Sister M. Ann, superior of the hospital, the nurses attended 


(Concluded on Page 22A) 
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THE RADIOGRAPH for Pathology 






LEFT—Cardiograms (3 leads—1, 2, 3, top to bottom) indicating left ventricular 
j preponderance (left aris deviation); abnormal T-waves in leads 1 and 2. 
<.3 ABOVE—Radiograph showing left ventricular enlargement. 


THE CARDIOGRAM for EYynction 


_— two examinations—the radiographic 

and the cardiographic—provide the com- 
prehensive information that is necessary to 
arrive at a definite diagnosis in the study of 
heart conditions. 

With these two types of graphic records, the 
cardiologist can study the disorders which 
reflect themselves in characteristic changes in 
the heart’s size, shape, and position... can 
take into account arrhythmias, disorders of 
myocardial function, and prognosis. 

For Radiography there is Eastman Ultra- 
Speed X-ray Film which provides maximum 


Eastman 





Ultra-Speed X-ray Film, Cardiographie Film and Paper 


sensitivity and contrast. Even with the long 
anode-film distance necessary for correctly 
recording the heart’s size, shape, and position, 
the minimum exposure time can be used. 

For Electrocardiography Eastman Cardio- 
graphic Film and P. M. C. Bromide Paper 
No. 1 provide those photographic properties that 
assure accurate tracings ... the exact recording 
of every impulse. The cardiograms have un- 
usual contrast. Exposed areas are densely black. 
clear. 


Unexposed areas remain absolutely 
Eastman Kodak Company, Medical Division, 
Rochester, New York. 
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THE HUNTINGTON 
LABORATORIES’ 
INFANT BATHING 
ROUTINE 


In presenting its new Baby Oil, the Huntington Lab- 
oratories offers the newest and most advanced technique 
for infant bathing and infant skin care. 


Huntington Baby Oil is designed for use in conjunction 
with Baby-San, America’s Favorite Baby Soap, long 
recognized by hospitals as the liquid castile soap cap- 
able of producing the perfect baby bath. 


This combination of Huntington Baby Oil and Baby- | 


San, known as the Huntington Laboratories’ Infant 
Bathing Routine, not only accomplishes thorough bath- 
ing results but continuously protects the infant’s skin— 
rendering it immune to bacteria attack. 


Huntington Baby Oil is self sterilizing, non-staining, 
and leaves no greasy residue. As a lubricant it prevents 
chafing and urine irritation. 

Write today for samples and complete information. 


HOSPITAL DEPARTMENT 


The HUNTINGTON <@gggi> LABORATORIES /nc. 


HUNTINGTON INDIANA 


TORONTO, ONT. 72-76 Dichess St. e 1429 ~ 18th St, OENVER, COLO. 
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Mass and received Holy Communion in a body in the hospital 
chapel on September 12. 
American Donates Vienna Hospital 

Another cancer hospital, donated by an American philan- 
thropist, Frederick A. Pearson, has recently been opened in 
Vienna. This is the second hospital of this type to be donated 
by an American. The first was founded in 1929 by S. Canning 
Child, who died in 1932. Mr. Child gave $100,000 for this 
purpose to the Viennese physician, Dr. A. Edelmann, whose in- 
vestigations are still being continued in the hospital for cancer 
research. 

Important Faculty Appointment 

The College of Saint Teresa, Winona, Minn., announces a 
new lay faculty member, Miss Dorothy C. V. Heinz, M_D., 
an alumna of the College of Saint Teresa, who has completed 
her course in Medicine at the University of Michigan, and 
served her internship at Mercy Hospital, Bay City, Mich. 
Dr. Heinz is resident physician at Saint Teresa’s and instruc- 
tor in the Department of Biology. Courses in Advanced 
Anatomy and Clinical Microscopy are offered by Dr. Heinz. 

New Course Offered 

With the express purpose of enabling a selected group of 
students to prepare themselves more fully in technical labora- 
tory work, the College of Saint Teresa, Winona, Minn., has 
included in its curriculum a course in Clinical Microscopy. 
The object of this course is to correlate the normal with the 
clinico-pathological applications of laboratory technique. This 
course includes the technique of analysis of all excretions of 
the body, blood studies, spinal fluid studies, plus special tests 
frequently required in hospital laboratories. Clinical Micro- 
scopy is open only to those students having the necessary 
prerequisites for this type of study. 

A Notable Reunion 

Seventy nurses, graduates of the school of nursing of St. 
Mary’s Hospital, Passaic, N. J., on October 2, attended the 
first reunion of alumnae held since the establishment of the 
school 33 years ago. 

A feature of the event was the unveiling of a tablet to the 
memory of Sister Rose Vincent Toomey, founder of the school 
and for 34 years superintendent of the hospital. Sister Rose 
died May 28, 1933. The tablet of marble with bronze letter- 
ing was placed inside the sanctuary of the chapel near the 
Blessed Virgin’s altar. Rev. Edward F. Garesché, S.J., pres- 
ident of the Catholic Medical Mission Board and general spir- 
itual adviser of the National Catholic Federation of Nurses, 
gave an appropriate address recalling the history of nursing 
and mentioning the present need of nursing supplies on the 
foreign missions. 

University Opens Nursing School 

For the first time in the history of the Catholic University 
of America, Washington, D. C., professional courses in nurs- 
ing education, devoted to the education of nurses who are 
to be teachers in nursing schools and in charge of other edu- 
cational activities in hospitals, are being offered. 

The work is under the administrative direction of the 
Graduate School of Arts and Sciences, while the courses have 
been allotted to the Department of Psychology. Sister Olivia, 
O.S.B., R.N., is director of nursing education. The curriculum 
has been arranged to meet the requirements for the degree 
of bachelor of science in nursing education, in accordance 
with the highest academic standards and also to be acceptable 
to the nursing profession. Through the division of nursing 
education, the University is a member of the Association of 
Collegiate Schools of Nursing Education, the curriculum of 
which has the full approval of that organization. The courses, 
which lead to a master’s degree, are open to registered nurses 
who have completed a course in nursing education at an 
approved school and nurses who hold a bachelor’s degree from 
a recognized college. 

The entire second floor of the music building has been re- 

(Concluded on Page 24A) 
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EN, too, like the cool green 

color of Palmolive. . . the 
olive green that is Nature's own 
Beauty trade mark. Each cake of 
Palmolive contains olive and palm 
oils. . . the centuries-old ingre- 
dients that make skin soft, smooth. 
No bleaches, no artificial colors. 
Just the natural green of olive oil 
makes Palmolive green. 

Supply your patients with 
Palmolive. In spite of its prestige it 
costs no more than ordinary soaps 
We will gladly send you, upon re- 
quest, a copy of our new free 
booklet and prices of Palmolive 
in five special sizes. Your 
hospital's name on the wrapper 
“It certainly was a revelation to me. I’d always thought that with orders of 1000 cakes or more 
hospitals were places you just had to endure. You know, no 
consideration for a woman’s little likes and dislikes and all 
that. 


“But they were so considerate I changed my ideas the first 
day. Everything was in perfect taste, even the toilet soap 
they supplied. You know I wouldn’t think of using any 
other soap except Palmolive. And it seemed so 

familiar to have it there. 





“The nurse said that so many women preferred 
Palmolive that they wouldn’t think of having any 
other kind.” 


Colgate-Palmolive-Peet Company 
Palmolive Building, Chicago 


New York Milwaukee Kansas City San Francisco Jeffersonville, Ind. 





COLGATE-PALMOLIVE-PEET COMPANY 
Dept. 23-K, Palmolive Building, Chicago 


Without obligation send me your free booklet “Build- 
ing Cleanliness Maintenance”—together with Palmolive 
Soap prices. 


ee ens dios as . Address... 


I. wee ..... Position 
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“QUIET, 
PLEASE” 


People don’t shout within hospital 
walls. The atmosphere of every well 
run hospital is one of unhurried calm. 
Doctors and nurses go about their 
duties with an air of definite assurance, 
without the slightest hint of hustle or 
bustle. 

It is not surprising that Ivory Soap has 
fitted so perfectly into this restful but 
efficient atmosphere of hospital life. 


Ivory, too, goes about its duties with- 
out fuss or fury. It never disturbs with 
garish colors or strong perfume. Its 
contacts with the sick and suffering are 
always gentle and soothing. 

Ivory has won its place in the esteem of 
hospital authorities because of the high 
standards of quality which have been 
maintained steadfastly throughout the 
entire 54 years it has been on the 
market. You will find no other soap 
quite so well equipped to care for the 


needs of your institution. 


PROCTER & GAMBLE 
CINCINNATI........ OHIO 


Convenient 


MINIATURE * IVORY 











PROGRESS October, 1933 


(Concluded from Page 22A) 
modeled to meet the needs of the school, which consists of 


| library, recitation, seminar, and conference rooms. 


Pope Receives Father Garesché 
His Holiness, Pope Pius XI, on September 11, received 
Rev. Edward F. Garesché, S.J., director of the Catholic 


| Medical Mission Board of New York City, in audience. For 


a half hour they discussed the International Congress of 
Catholic Nurses held at Lourdes and the formal opening of 
the new headquarters of the Catholic Medical Mission Board 


| in New York. Pope Pius also gave a special blessing to all 
| who visit the headquarters and approved a plan, sponsored 


by the Board, to promote the education of native Catholics 


| as doctors and nurses in the mission fields. 


Cause of Mother Cabrini 

Canonical hearings in the cause of Mother Francis Xavier 
Cabrini, held at Columbus Memorial Hospital, Chicago, II1., 
during September, mark the second step in proceedings which 
will probably lead to her beatification. 

Mother Cabrini, who died on December 22, 1917, at 
Columbus Memorial Hospital in Chicago was the foundress 
of the Institute of the Missionary Sisters of the Sacred 

| Heart of Jesus. After the establishment of her order in Italy, 
Pope Leo XIII said to her: “God does not call you to the 
East but to the West. Go to America and take care of the 
| Italians who are in great need of your help.” In 1899, Mother 
Cabrini came to New York and began her work by establish- 
ing the School for Italian Immigrants. Then she founded, 
without funds, the New York Columbus Memorial Hospital 
in 1892. The order now has hospitals in Chicago, Denver, 
Scranton, Newark, Seattle, and Los Angeles. 
New Course for Dental Students 
Georgetown University School of Dentistry, Washington, 
| D. C., has instituted a new course for the study of chemical 
and physical properties and dental manipulations of metals 
and other materials used in dentistry. The new course replaces 


| one in metallurgy and freshman prosthetics, a study of the 


strength of materials used for fillings, crowns, and prosthetic 
appliances, the last named popularly known as “false teeth.” 
The dental school itself has no machinery adequate to test 
| accurately the crushing weight, tensile strength, and other 
properties of metals, but an arrangement made by the school 
| with the U. S. Bureau of Standards will enable students to 
| engage in this study. It is hoped that through these tests 
more durable fillings at less expense may be designed. 
Annual Commencement Exercises 
The 27th annual commencement exercises of Mt. Carmel 
| Hospital School of Nursing, Columbus, Ohio, took place on 
| September 12, in the hospital chapel. The Sisters of the Holy 
Cross operate this hospital. 
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OF HOSPITAL PROGRESS, yy monthly at Milwaukee, Wisconsin, 
| for October 1, 1933, State of Wisconsin, County of Milwaukee. 

Before me, a Notary Public in and for the state and county aforesaid, 
personally appeared William C. Bruce, who, having been duly sworn accord- 
ing to law, deposes and says that he is the vice-president of the Bruce Publish- 
ing Co., owners of HOSPITAL PROGRESS, and that the following is, to the 
best of his knowledge and belief, a true statement of the ownership, manage- 
ment, etc., of the aforesaid publication of the date shown in the above cap- 
tion, required by the Act of August 24, 1912, embodied in section 443, Posial 
Laws and Regulations, printed on the reverse side of this form, to wit: 

1. That the names and addresses of the publisher, editor, and business 
manager are 
Publisher—Frank M. Bruce, 407 East Michigan Street, Milwaukee, Wisconsin. 
Editors — Rev. Alphonse M. Schwitalla, St. Louis, Mo., (Chairman); Rev. 

Maurice F. Griffin, Cleveland, Ohio, (Associate Editor); Rev. William P. 

Whelan, Chicago, Ill., (Associate Editor); William C. Bruce, Milwaukee, 

Wis., (Associate Editor); Elmer W. Reading, - Milwaukee, Wis., (Editorial 

Secretary). 

Managing Editor—None. 
Business Manager—J. J. Krill, 407 East Michigan Street, Milwaukee, Wis. 

2. That the owner is The Bruce Publishing Company as Publishers for the 
Catholic Hospital Association of the United States and Canad 
——— William Geo. Bruce, 407 East Michigan St., Wis.: 
| Wm. C, Bruce, 407 East Michigan St., Milwaukee, Wis.; Frank M. Bruce, 
| 407 East Michigan St., Milwaukee, Wis.; Mrs. Monica Bruce, 1137 South 
Third St., Milwaukee, Wis.; Mrs. Zeno Rock, 1133 South Third St., Mil- 
waukee, Wis. 

3. Bondholders, etc.—None. 

WILLIAM C. BRUCE, Vice-President. 
Sworn to and subscribed before me this 4th day of October, 1933. 
[Seal] Albert C. Janka, Notary Public, Milwaukee County, Wisconsin. 
| My commission expires May 16, 1937. 






















October, 1933 


















hi 


Hospital Established in India 

Dr. Paul E. Nolte sailed on September 30 with the Divine 
Word Missionaries to Indore, Central India, to establish a 
hospital for natives of this district. Dr. Nolte has devoted 
much time to clinical diagnosis and preventive medicine, and 
en route to India will spend some time at the principal med- 
ical centers of Europe to gather additional data and supplies. 

Death of Mission Doctor 

Dr. Ilse R. Lauber, who sailed on August 12, to take up 
medical-mission work at the Passionist Mission in Hunan, 
China, died at the mission just one week after her arrival 
there, according to a recent cable received at The Sign, the 
Passionist Missionaries’ publication. Dr. Lauber, a native of 
Landau in the Palatinium, Germany, was a convert to Cath- 
olicism. 

Woman Doctor at India Mission 

Dr. Eleanor Stern, the first missionary of the season to be 
sent to India by the Catholic Medical Mission House, will 
be permanently stationed at Holy Family Hospital, Rawal 
Pindi. Before entering upon her missionary work, she will 
take a six months’ course in tropical medicine at Calcutta. 
Dr. Stern, who was born in Szolnok, Hungary, was graduated 
with high honors from the Ferencz Jozef University in 1929. 

Lepers Run Colony 

In a remote part of Essex County, England, nine Nuns are 
spending their lives in caring for twelve men and two women 
patients, victims of leprosy. The colony was founded over 20 
years ago by John Burns, who happened to come upon a poor 
leper dying in the gutter of a London street, shunned by 
everyone. He vowed then to do something for the lepers of 
England, and the home, which has remained a closely guarded 
secret for so long, is the result of his vow. 

The patients live in cottages, which are grouped around a 
large house, which the Nuns use. The patients engage in vari- 
ous hobbies, in an effort to keep their minds off their un- 
fortunate condition. One of the men is a young astronomer, 
who had a brilliant career before him, and who now devotes 
all his time to the study of the stars. A few keep chickens 
and supply the colony with fresh eggs. One man runs a tiny 
general store where the few luxuries necessary to the comfort 
of his companions may be purchased. Here, the radio has 
proved an invaluable aid, and occasionally a party of actors 
and actresses from London, sworn to secrecy, go down to en- 
tertain them. 

Large Mission Hospital 

China’s largest Catholic charitable establishment, St. Jos- 
eph’s Hospital at Shanghai, established through the initiative 
of Lo Pa Hong, who visits the institution daily, was con- 
structed and is maintained largely by non-Christian Chinese. 
It houses 2,200 patients, and cares for 500 dispensary cases 
daily. During 1933, there have been 1,360 baptisms and 1,894 
infant baptisms at the hospital. 

Aged Missionary Priest Dies 

Rev. J. M. Coquard, founder and builder of the Sacred 
Heart Hospital, Abeokutah, Nigeria, Africa, died on June 28. 
He was 74 years old at the time of his death. 

Father Coquard, who has been a medical missionary in this 
territory for 43 years, began the Sacred Heart Hospital in 
1904, and as it developed steadily a school was started for 
the training of midwives and nurses in the Maternity Insti- 
tute. Four years ago, he received the King’s award of officer 
in the British Empire Order. 
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THE BOY IN ROOM 37 


6 Nee door into Room 37 opens and closes 

noiselessly — inside is a tired, little boy, so 
very tired that he seldom opens his eyes to gaze 
through the windows in his oxygen tent. Nurses 
pass in and out of the room — a doctor comes 
and goes—instructions are given—medicines are 
prescribed — records are kept. 


A few blocks away, in a dingy basement flat the 
boy’s father and mother have just finished a 
meagre supper — silent, morose, discouraged — 
behind them another day of frustration. Sudden- 
ly the man brings his fist down on the bare table. 
“If they take him, too.....!” The sentence 
hangs unfinished, portentous. 


“They” took his job. “They” took his home, his savings. 
But he still hung on to his pride. He wouldn't go “on the 
county”. The boy, half starved, caught a cold, developed 
pneumonia, Then one day, the father, boy in arms walked 
into the hospital, laid his burden on a chair, walked out, 
snarling, “Take care of him ....or push him out in the 
street to die like a dog.” 


Oxygen tent, blood transfusions, special nurses saved the 
boy’s life. But an equally gigantic task was that of reestablish- 
ing the parents’ faith in a society they had begun to hate. 


@ The real service that has been performed by the 
hospitals of America during our national crisis 
must be told over and over again until the 
public as a whole can not ignore its significance. 


WILL ROSS, INC., 783 N. Water St., Milwaukee, Wis. 
Wholesale Hospital Supplies 
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MALLINCKRODT ETHE 


for ANESTHESIA 
has SAFETY 


Ether as pure as it can be made today. It is pro- 
tected by the specially treated package and solder- 
less closure. 


It is guaranteed to meet especially sensitive tests, 
for Peroxide and Aldehyde when you open the can. . . . 
Tests which can be made without special apparatus 
on any Ether. 


Just write your name and address across this ad, 
and we shall/be glad to send you full information 


on Ether testing. 
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Exhibits at World's Fair 

Readers of Hospirat Procress will be especially interested 
in two exhibits in the Hall of Science at the Chicago Century 
of Progress Exposition. One of these exhibits, prepared by the 
Mallinckrodt Chemical Works, chiefly for the medical profes- 
sion, visualizes in a graphic manner the development of mod- 
ern anesthetics during the past century. A motion picture has 
been made of the noted operation of October 16, 1846, by 
Dr. Horton and Dr. Warren, of the Harvard Medical School. 
Another motion picture shows what ether is and how it is 
made. Many other medical chemicals are shown in this 

exhibit. 








CHEMICAL WORKS 
Second and Mallinckrodt Streets 
ST. LOUIS, MO. 


The second exhibit, of more general interest, dramatizes the 
service and utility of chemicals and their influence on modern 
civilization, showing that practicaliy everything we eat, drink, 
and wear is affected by chemicals. 

Wyandotte Products Book 


Efficient and economical cleaning is a big problem in hos- 
pitals, and great injury to surfaces, utensils, and clothing may 
result from the use of faulty materials and methods. For this 
reason, hospital executives will be interested in Wyandotte 
Products for Hospitals and Institutions, a booklet giving val- 
uable information about washing floors, walls, tiled and enamel 
surfaces, kitchen ware, dishes, clothing; etc. The booklet may 
be obtained from a local office of the J. B. Ford Company or 
from the company’s general office at Wyandotte, Mich. 


Heating and Ventilating Exposition 


Hospital administrators are very much interested in the 
latest developments in the art of air conditioning. These will 
be demonstrated at the Third International Heating and Ven- 
tilating Exposition to be held at Grand Central Palace, New 
York City. during the first week in February, 1934. 


(Continued on Page 30A) 
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STRIKINGLY ORIGINAL IN CONCEPTION @ OUTSTANDING BEAUTY 
OF LINE AND FINISH @ GREAT STRENGTH AND RIGIDITY WITHOUT 
BULKINESS OR EXCESS WEIGHT @ SMOOTH ACTION OF ALL PARTS 


ew ADVANCED 


MOTOR-DRIVEN X-RAY TILT TABLE 
AVAILABLE TODAY e@ e 












Original and Unique 
Modern Features 






I All steel welded construc- 
tion, giving modern grace 
and beauty and unusual 


rigidity. 









2 Full length travel of Bucky 
diaphragm and fluoroscopic 
assemblage. 








3B Double fulcrum tilting, per- 
mitting low table construc- 
tion. 







4 Auxiliary hand operated 
tilting mechanism. 






43 Fluoroscopic screen adjust- 
able from 2 inches to 20 
inches of the table top, per- 
mitting fluoroscopy of all 
body thicknesses with min- 
imum distortion. 










@ Shutter controls located 


slain on comnn Semen. BEAUTY—streamlined, like a de luxe motor car, with long, graceful, 


sweeping lines developed in stainless steel trimming, against a back- 
ground of rich, pearl gray. 






7 Radically new tube stand 
and rail design. 

# An ingenious dial method §TRENGTH—ultra-modern, heavy gauge, welded steel construction, 
of indicating longitudinal ‘ ¥ 
positions of the tube-stand instead of castings, bolts and nuts. 
with reference to Bucky 


—” fluoroscopic = PROFESSIONAL EFFICIENCY—every technical refinement required by 
present-day practice. 


Ww Note the remarkable new features listed at the left. Send for complete 
— information . .. now! 










Westinghouse X-Ray Co., Inc., Dept. B-8 


143 h Long Island City, N. Y., U.S. A. 
We S t ] n g O u S e eoscuet a full data on your new Westinghouse No. 12 


Motor-Driven X-Ray Tilt Table. 












X-Ray 
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Style No. 314 
Fingertip Length 


This Year, Specify 
Sno White “Full-Fold’”’ Capes 


Nurses and Hospital Executives alike ap- 
preciate the extra degree of protection and 
graceful draping provided by the “Full- 
Fold” idea. It means extra warmth and 
coziness in bad weather and fine appearance 
at all times. 


SnoWhite “Full-Fold” Capes are beautifully 
tailored and available in all desired materi- 
als, color combinations and coliar styles. 
Send for style booklet today. 


SnoWhite Garment Mfg. Co. 


946-948 N. 27th St., Milwaukee, Wis. 


NOVVHITE 


TAILORED UNIFORMS 


SSS EY CSET TEESE ESS SSS Se Sees 





SnoWnrre Garment Merc. Co. H.P.10-33 
946-948 N. 27th St., Milwaukee, Wis. 


Tell us how we can reduce our budget for Training School Uniforms. 
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Air may now be continuously washed, cleansed, filtered, 
heated, or cooled, and kept at the proper humidity, and its 
circulation controlled. Cleaning includes the removal of bac- 
teria, dust, and odors. Besides methods of air conditioning, 
the exhibit will include all types of heating and ventilating 
apparatus and accessories. 


New Hobart Slicers 
A new Electric Kitchen Slicer especially adapted to the 
needs of a small kitchen, is announced by The Hobart Manu- 
facturing Company of Troy, Ohio, at an attractively low 
price. This Model 111 is a “double-duty” machine; it slices 





MODEL 111 DOUBLE-DUTY HOBART SLICER 


| both bread and meat as well as vegetables, cheese, fruits, etc. 


Model 111 has all the basic features and the quality of 
former Hobart models, together with new refinements. The 


| removable feed trough makes cleaning easy and permits the 


removal of crust from bread and rind from bacon. Con- 
tinuous feed, complete visibility, new knife design, and a 


| removable sharpening device are among the outstanding 


features. 
The Hobart 11-c De Luxe Electric Slicer is another new 


| model, larger than Model 111. It is provided with adjustable, 
| uniform-tension pressure feed and improved feed trough. 


(Concluded on Page 32A) 
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PREVENTIVE MEDICINE 
for ELEVATORS 


Elevators, like humans, need the attention of some one who 
knows their inner workings. Otis Elevator Company, 
maker of the finest elevators known, is also a specialist in 
the care of elevators. And the Otis Maintenance Service 
is noted for keeping elevators in the best of health.... 


You may obtain full details concerning this service at 


the local Otis office. OT I S ELEVATOR 
COMPANY 
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| CERTAINLY 
LIKE THOSE 
A.W. ONLIWON 
TOWELS WERE 
NOW USING 


EVERYONE 
ELSE ON THE 
HOSPITAL 
STAFF DOES, 
TOO, DOCTOR 


ATURALLY, everybody on a hospital staff | 


| sesses distinct utility in laundering processes. 


likes to use A. P.W. Onliwon Towels. 
Double-folded and doubly absorbent, Onliwon 
Towels guarantee you a quick and complete 
drying job. That is exactly what those who are 
constantly washing their hands need. Further- 
more, because Onliwon Towels are double- 
folded, they are not subjected to easy puncture 
by wet hands. In fact, one Onliwon Towel will 


do the work of several ordinary towels. Fewer 


towels used means less money spent for towels. | 


Do what hundreds of other progressive hos- 


pitals have done. Install A. P. W. Onliwon | 


Towels along with its companion service, 


A. P. W. Onliwon Tissue. 
IR 


Bway 


Without obligation, write A. P. W. Paper Co., 
Albany, N. Y., for samples and/or name of local 
distributor as near you as your telephone. 
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(Concluded from Page 30A) 
Accurate Clinical Thermometers 

Inaccuracy of Clinical Thermometers, by Oscar W. Bethea. 
M.D., a reprint from the New Orleans Medical and Surgical 
Journal, August, 1931, is being distributed by Becton, Dickin- 
son and Company, Rutherford, N. J. Dr. Bethea gives an ac- 
count of extensive tests he has made of the readings of clinica! 
thermometers showing that about one third of those tested 
were too inaccurate for hospital use. “The usual inaccuracy,’ 
he says, “is in the form of an elevated reading. This is due 
to a thermometer being finished and put on the market while 
it is still ‘green.’ ” 

The B-D Products Manual describes the process by which 
Becton-Dickinson thermometers are manufactured. There are 
70 steps in the process, including “seasoning,” requiring, al- 
together, about a year’s time. Each of these fever thermom 
eters is accompanied by its individual certificate of accuracy 


D. and G. Tonsil Sutures 
Davis and Geck, Inc., Brooklyn, N. Y., makers of Sterile 
Surgical Sutures. are announcing a new Tonsil Suture espe- 


| cially designed for this type of surgery. The eyeless needle, 


eliminating the suture loop, and materially reducing trauma, 


| is utilized. The suture comprises 18 in. of size 0 plain catgut, 
| integrally affixed to a 1%-in. heavy, half-circle atraumatic 


needle. which cannot become unthreaded. 





LE 
= Tonsil Suture = 


Atrasumatic Needle 
\ TUBE OF D. & G. TONSIL SUTURES 
A New Laundry Product 
It has been found in a joint investigation of the Buromin 


Company of Pittsburgh, Mellon Institute, and the American 
Institute of Laundering that Calgon, a new phosphate, pos- 


According to the report on this research, Calgon has the 
property of dissolving lime soaps by transforming them into 
active sodium soaps. The utilization of this property in the 


| washing formula is said to represent an innovation in launder- 
| ing methods. because it enables the removal of lime soaps as 
| an integral part of the washing formula. The occurrence of 


lime soaps in soft-water laundries is pointed to as far more 


widespread than is commonly thought. It was proved that 


Calgon is not injurious in any way to textile fabrics nor to 


| colors, and that its use effects an economy in washing supplies. 


Copies of the complete report are procurable gratis upon 


| application to Mellon Institute of Industrial Research, Pitts- 
| burgh, Pa. 


“ Anodized” Aluminum 

A new process of hardening the surface of aluminum ware 
known as “Anodizing” is being used on the new “Wear-Ever” 
line of aluminum operating-room and bedside equipment — 
including water pitchers, drinking cups, and trays, as well as 
articles for the use of nurses and doctors. 

This “Anodized” finish produces an aluminum article that 
will not smudge tablecloths or linen. Articles so treated have 
a peculiar toned-down luster, which is duller than the usual 
bright finish, but which retains its original color longer. 


Benefit Tournament for Hospital 
For the benefit of St. Catharine's Hospital, Brooklyn, N. 
Y., an amateur boxing tournament will be held on November 
17. The goal set for the event is $10,000, the entire proceeds 


| of which will go to the hospital. 


Infirmary for University 
St. Edward’s University, Austin, Tex., recently dedicated 
another new building to its plant. The new structure is an 
infirmary of bungalow type for students. 





